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INTRODUCTION. 


A 100 years ago William Farr, the great Ikitish Epidemiologist stated in 
Ids first official report that “ diseases are more easily prevented than cured 
and the first step in their prevention is the discovery of their existing causes 
He originated and demonstrated practical methods of liow to discover “ the 
existing causes ” by mathematical analysis and proper interpretation of care- 
fully recorded facts. Since then not only the statistical technique has greatly 
advanced but great strides have been made by science to wrest from Nature 
Her secrets regarding the biological causes of diseases. Thus the advance- . 
ment in our Icnowledge has not decreased but further increased the need of 
careful recording of facts because of the greater possibilities now of achieving 
the objects which Farr had in mind. ‘’However, while theoretically subscrib- 
ing to the ^^ew that sound public health administration must rest upon the 
solid foundation of properly digested factual data, the authorities all over the 
world have, with few recent exceptions, failed to implement Farr’s recom- 
mendations. They have been' content to draw upon routine statistics, originally 
designed for political and general administrative purposes. These may be 
divided into two main groups, namely (1) 'continuous recording of concurrent ' 
events and (2) periodical collection of special information. Both methods ’ 
are .employed at the same time m most civilised c6untries. 

Of the former group the health workers draw largely upon the birth and 
death registers^ hospital and dispensary figures, records of maternity and , 
child Welfare centres, meteorological observations, 'economic statistlbs and , 
other material derived from diverse sources. Of the statistics collected, 
periodically they depend mainly on decennial census ropbrts. The data 
provided by the routine statistics of either description are of some value in 
giving a crude and hazy outline of the health conditions of arcomfmmity, but 
they obviously have their limitations, for reasons into which ifr-js not necessary 
"to digress here, except to mention the fact that they are inadequate if any- 
thing like a useful health picture is to be ctrawn. This- is particularly so in 
our country where statistical material is notoriously poor both in quantity 
and quality. To remedy this deficiency special surveys have oftentimes been 
instituted\such as malaria surveys, tuberculosis surveys, leprosy surveys, 
diet surveys and so on. These surveys when properly carried out have yield- 
ed very useful information and have sometimes helped to shape the public 
health policy. It may, however, be said that they have been conceived from 
a restricted • point of view by persons technically specialising in particular 
branches of ‘medicine. Under the circumstances there is a certain amount of 
danger of the formulation of an unbalanced public health programme. Be- . 
sides, if a survey, for a particular disease, is to be really of value, one must go, 
into a variety of environmental and socio-economic factors, most of which 
are of common interest to workers in diverse fields. Hence. these specialised 
surveys must necessarily involve a considerable amount of reduplication and 
thereby unnecessary expenditure of public funds and efforts besides being a 
sbiuce of ■'irritation to the people dxie to repeated visits by different, workers* 
In vieSv’ of these considerations schemes of general healtli surveys have found 
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favour in recent years. For instance, before the outbreak of the wax the 
Health Organisation of the League of Nations and the Milbank Memorial 
Fond financed the schemes for the development of an International System 
of Health Indices. Stouman and Falk (1937, 1938) have produced excellent 
report on a Hungarian village and on a Belgian town. Admirable as these 
reports are their general plan is unsuitable for Indian conditions, and there is 
insnfficient attempt to integrate the findings. It may be mentioned here 
that the idea of general health surveys has been developing in the United 
States of America for a considerable time, and the long and arduous task of 
producing the Eural and the Urban Appraisal Forms wMch are in many ways 
akin to general health surveys, does credit to the pioneering spirit and fore- 
thought of the leading public health men of that country. Over a period of 
20 years the U. S. A. Public Health Service had been carrying out a number 
of surveys of relatively small-sized communities and had developed the 
techniques and procedures of conducting surveys for sickness and related 
socio-economic factors. In 1935-36 they conducted a National Health Survey 
in a big way which is a pointer to the fixture batis of public health administra- 
tion and tacit recognition of Farr’s recommendations. They enquired into 
700,000 households in urban communities in 18 States and with 37,000 house- 
holds in rural areas in 3 States. 

Since 1937 one of us (E.B.L.) has introduced a short programme of general 
rural health survey in the D.P.H. course with considerable benefit to the would 
be health officers, and in course of years he has developed a set of schedules 
and general methodology of the survey with the help and assistance of his 
coUeagues in the Institute. 

In 1944 when the Singur Health Centre was reorganised, a general health 
BUCTey was instituted on the lines mentioned above with the following 
objects : — 


(1) To obtain an integrated picture of the health conditions of the popula- 

tion, and of some of the factors likely to influence the state of 
community health. 

(2) To crystallise the main health problems of the commimity and to 

determine if possible their relative importance, thus helping in. 
the^ formation of a progressive and well balanced public health 
policy for better health protection and health building. 

(3) To serve as the base for assessing the extent of progress that might 

be achieved as a result of specific health measures by carrying out 
periodical surveys of special types, and 

(4) To collect material and obtain a deeper appreciation of the health 

problems for purposes of teaching. 


The present survey, it may be freely admitted, is partly in the nature of 
an expenment because one of the objects was to evolve a complete scheme 
o health survey for use in different parts of the country with such 

modifications as local conditions may warrant. Through this experience we 
iscovered cotam weaknesses in our scheme which arose partly &om 
uToft partly from insufficiency of supervisory staff. A larger 

tliMP R>in!+ sample woffid permit more detailed analysis. We hope that 
mings would be removed in future surveys. From what has 
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been stated above, it will be apparent that a survey is not merely a routine 
investigation but it is a piece of research, and as such, the analysis and inter- 
pretation of the data collected in the course of field work needs considerable 
time for sifting, analysis and interpretation. 

It may be mentioned here that of the 4 Unions which now constitute the 
Singur Health Centre, v»., Siugur, Balarambati, Bora and Begumpur, the 
first two formed a part of the Singur Health Unit which had been in existence 
for a period of 5 years previous to the commencement of the survey, while 
the last two have been included in the Centre for the first time. The principal 
innovation in the reorganisation scheme is the combination of the mescal and 
public health activities under a single administration. An outline of the 
scheme will be found in Appendix I, but it may be mentioned that being the 
practice field of the Institute the details of the scheme have been and are 
•subject to continuous changes, besides the Centre has the benefit of constant 
■advice and supervision by the members of the professorial staff and of frequent 
visits and encouragement by highly placed officials and non-officials both 
Indian and foreign. It has also had the advantage of financial assistance 
from various funds for a number of supplementary schemes which are in 
operation. Another point which needs mention here is the fact that the period 
of survey unfortunately coincided with the time of unusual stress and strain 
to which the province had been exposed. When these are removed there 
will be an automatic trend towards partial or complete recovery of the general 
health conditions irrespective of specific health measures practised. These 
oircumstances must be borne in mind when viemng the present picture of 
-community health and in assessment of the progress made in the near future. 
The general scheme of the investigation may be summarised as follows : — 

(1) To draw a theoretically sound sample of the population. 

(2) To investigate all individuals included in the sample "with regard to 

their biological and social characteristics, anthropometric measure-^ 
raents, state of health and disabilities at the^ time of investiga- 
tion and during the past 12 months supported by rapid clinical and 
laboratory examinations with special reference to nutritional 
assessment. 

(3) To reinforce the general investigation of the individuals with special 

investigations for married women, infants, pre-school children, 
school children and pregnant women. 

<(4) A more thorough investigation of sick people for arriving at a dia- 
gnosis, and of special investigations of the circumstances in which 
the cases of notifiable diseases arise. 

.(6) Investigation of families with regard to socio-economic and biological 
characteristics. 

(6) Sanitary assessment of houses. 

(7) Investigation of villages for describing the environmental conditions 

and special organisations with particular reference to schools, 
hospitals and other corporate activities. 

(8) Dietetic and malaria smveys. 

Before making a detailed study of the report the reader might find it 
■convenient to glance through the ‘ General Bemarks ’ and perhaps also the 
■*jSummary and Discussion ’ given at the end. 
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CHAPTER I. 

Methods and Oeganisation. 

General considerations. 

The families selected througli the .<!nniplin<i tecjiniqiic rlescrlbcd beloMr- 
■were visited by investigating parties consisting of a medical man and a sanitary 
inspector or a health visitor^ and every effort was made to contact each member 
of the family personally. This necessitated repeated visits due to the tempo- 
rary absence of some of the members at the time. This point has been 
specially mentioned because the persons designated ns absentees were those 
who were away and could not be contacted during the period when the investi- 
gator was working in the village or ncar-about. 

The investigation consisted of recording histories of individuals and of a 
limited amount of physical examination on general individual .schedule of. 
which a special clinical card for nntrition assessment formed a part. Collection 
of certain clinical material for laboratory investigation was carried out, at 
the same time, for a sub-sample of the population. Special information 
concerning married women, pregnant women, infants, pre-school cliildren, 
school children and patients were recorded on appropriate addenda of the 
general individual schedule or on special appropriate schedules. In cases of 
infectious patients special investigation of the family was carried out and 
records were made in the Home Visiting Schedule. Besides these, family 
schedules were used to collect information common to the members of the 
family group which included cultural and economic assessment. Since, the 
economic section of the family schedule was timc-cousuming the number of 
families for this purpose was restricted, as will be mentioned under the tech- 
nique of sampling. This is also true of diet survey by diary method which 
was carried out for 7 consecutive days for a limited number of families. 
Similarly, for sanitary assessment of the houses a sub-snmple was drawn. 
Included amongst the environmental investigations was a special survey for 
mosquito breeding and mosquito harbouring. It may be mentioned here 
that except in the case of patient’s schedule, the object of wliich was to elicit 
diagnosis, and the home visiting schedule for infections cases the data were 
obtained on schedules sjiecially designed for automatic classification and 
mechanical analysis by means of Power Samns punching and sorting machines. 
The laboratory examinations were carried out by the branch laboratory of the 
Institute located at Singur, where fresh specimens ‘were sent by messenger. 
In case of more complicated examinations, facilities were available at the 
main laboratory of the Institute in Calcutta. 

The scheme which commenced operations on the second January 1944 
originally provided for 6 investigating parties to be distributed in suitable 
centres to cover their respective areas within 3 months for work involving 
medical skill. The environmental studies were to be completed during the 
next 3 months before the rains came. This plan could not be worked because 
of the difficulties experienced in the recruitment of the staff. In spite of the 
increased rates of salaries offered due to the war emergency, no suitable 
medical graduates were available in time for their training which had to be 
carried out hastily and rather unsatisfactorily. At the commencement of the 
survey heavy teaching work and other responsibilities of the Professor who* 
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was the only medical personnel in the iSection, at the time, prevented him' 
from giving undivided attention to the field workers. To facilitate super-, 
vision a modification of the original plan had to be made wherebj* the investigat- 
ing’ parties were located close together and were moved on continuously as 
the survey proceeded, instead of being distributed simullancously over all 
the area. It may be mentioned that although there were standing instruc- 
tions, and cacJi .schedule was /)rovifIed with a sclf-c.vnlanatory key. it was. 
found necessary to give personal instructions repeatedly in the field and to 
solve many little difficulties which the workers encountered. As a result of 
this experience it is our conviction that regular surveys should be preceded 
by a special training for the workers which should extend for at least 2 months. 
The people Averc generally cooperative but the war time emergency created 
considerable difficulties in procuring suitable accommodation for the workers 
in the villages as also their food rations. Though it may appoarlto be a minor 
point, the difficulty in obtaining the services of sweepers forncollecting and 
carrying stools for examination were almost insurmountable. In future, 
surveyors would do 'well if they bear the.se points in mind.' '\. ' ' • 

The schedules were filled iu dujdicate and a bi-weekly cojiiact was main- 
tained Avith each party through messenger.^ aa’Iio brought up copies of filled 
schedules to the Head Quarters. Avhere they Avere edited. They carried back 
the e'nquir}' slips for rectification of mistakes of omission and commission. 
Field checking for correctness of entries AA’as also carried out as cxtcnsiA''ely 
as possible to ensure accuracy. Ilegular Aveckly records of the future i)ro- 
gramme of each AA'ojkcr, of the extent to AA'liich the ]>rogranimc liad boon 
carried out and of the. excess or deficiency as compared Avith allotted Avork, 
AA'ci'e regularly maintained and ehccked. It may be stated that on nji tirorngo 
1,800 population AA'as investigated by each party in the course of six, months. 
This of course includes the linked up clinical examinations, family invc.stiga- 
tiou and cnAnronmentoi studies. It is not intended to discuss each item of 
the A'arious schedules and addenda because, they arc proA'ided Avith solf- 
exi^lanatory keys and instructions to Avliich reference 7nuy be niade (■'-■cc 
Appendix II). HowcA'cr, short notes on a fcAV points may be of .value. 

The Schedules. 


’ T//e General Indicklval Schedule: It Avill be notioeil that rosidcJitial 
status has iicen divided into six classes ; three for those present at the time of 
investigation and tlirec for the abscntco.s. In cither case the basis of classi- 
fication is habitual, adojited and temporary residence. Although in the 
present case the actual number.s in Groups 11 and IV arc small, it is held that 
the cla.ssification is of fundamental imjjoiiancc in deciding the allocation of 
births, deaths and sickness more intelligently than AAmuld bo ol-herwise possible. 
This is so, because a mere meclianical transference of events to the places of 
habit'iuir residence is liot alAA^iys correct, inasmuch as it is desired to assess’ 
the local factors actually influencing the incidence of those events. For 
instance, it Avould he’ unjust to transfer the death of a man to the ifinoc of his’ 
habitual residence "’if 'if has been caused by an accident occurring in a AVork-' 
shop outside, AA'liei-e lie ‘was tcnpiorarily residing. The divisions of ago have 
been made oil broad’ quihquciinial grouping, jis Avell as in terms of. individual 
y<^rs, arid for infani'^' for' p^i’f of tlie' } ear, because Aidiile the broad divisions’ 
would suffice for ordinary purposes afid correspond Avith the census 'classifica-' 
tion, small divisions would be available for closer stuilies' as arili 'A^'liCh (ie'sired.'^ 
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'The definition of wage earner is broad-based to include potential wage carncre, 
ibecause thereby the causes of unemployment with special reference to sick- 
ness and disability can be studied and discussed. With regard to sickness 
we have two pictmes — one, a cross-section of morbidity conditions at the 
time of investigation, and the other, the history of sickness during the previous 
12 months. These morbidity data can be correlated with or studied againrt 
the back-ground of a large variety of circumstances for which information is 
provided in the General Individual Schedule and the Addenda, By this 
means it should be possible to discover the relative importance of many 
factors — social and biological which have hitherto been merely assumed as 
of importance in the evolution of community health and disease, provided the 
■data are sufficiently large. The chart given at the end of the General Individual 
Schedule was devised with a \'icw to locate, as nearly as possible, the exact 
date and duration of sickness by helping the memory in reference to important 
social events in the Bengalee Almanac for the year under discussion. 


Addenditni for Nutritional Assessment : It was originally designed by 
Sanknran (1940) for a simple scoring method. However, it was felt that the 
mere addition of the marks given against each item to denote the degree of 
•clinical condition would lead to spurious results. A careful clinical study of 
each individual has, therefore, been made on the basis of entries in the nutri- 
-tional assessment card and the conclusions are based on clinical judgment 
rather than on mechanical addition of the score. To facilitate this a key has 
been provided. 


St^iedidefor Absentees (including dead) : This special General Individual 
Schedule has been provided for the Groups 11, IV and VI representing respec- 
tively the habitual residents of the village normally residing there though 
temporarily absent, habitual residents of the village temporarily living else- 
where and absent at the time and temporary visitors who came to the village 
And had gone away before the date of investigation. An addendum has been 
■added for those who died during the year. 


Addendum, concerning Married Wortian and Pregnant Woman : Ho com- 
ments are required on the addendum concerning married women, but it 
would be evident that given sufficient data, information could be obtained for 
important points concerning the life of the married woman. The same 
(remarks apply to the addendum for pregnant women. 


Addendum concerning Infants, Pre-school and School-age Children : The 
high incidence of infant deaths merits a special consideration of children undra 
1 year. Even though it may not be possible to assess the influence of the 
various factors, noted therein, on infant morbidity or mortality, it is believed, 
iiha.t a considerable amount of information regarding child life will be obtained 
which is hitherto not available for general population. The same remarks 
•apply to the pre-Bchool and school-age children, both of whom have fecial 

^ special feature of tie addendum for the school 
•c d IS the mfoimation about health knowledge and routine health practices 
^ that a decided improvement in these respects will be observed 

school health education programme. A direct 



7 


Patient's Schedule : Patient’s schedule provides a check on hasty dia^ 
gnosis of the present sickness by the surveyor. A list of disease nomencla> 
ture has been provided for purposes of codification. The nomenclature is- 
based on the International List of Causes of Death. Due regard has been 
paid to the inclusion of those speerde conditions which are expected to be- 
present, tlie sub-division has been limited to the extent to which diagnosis is- 
possible in a survey like this. Corresponding numbers of the International 
List have been given against each item. However, the order has been changed 
into alphabetical arrangement to facilitate reference to the code during th& 
survey. 

Home Visiting Schedidefor Infectious Diseases : Infectious Disease Schedule 
is intended to help in arriving at and checking the epidemiological diagnosis^ 

Family Schedule : Just as in respect of some items the individual is the 
unit of observation, so also in respect of others the family as a whole is the 
tmit of description. Certain vital events have been included in the Family 
Schedule to provide a check on some information obtained' elsewhere. It 
also supplements information not available through the General Individual 
Schedule or Addenda, as for instance the information about births for Groups 
1 and II occurring outside the village. It may be somewhat ambitious to 
arrive at a judgment of the family culture, but d^cult as it is, its importance 
cannot be ignored, and an attempt, if only a crude one, has been made to 
ascertain the outlook of the famfiy and its expression in social relationship. 

Economic Schedule : The Economic Schedule has been specially designed 
to obtain such information as may be of interest to the health worker. As 
regards the expenditure a division has been made with expenditure on con- 
sumption and expenditure on production. The former has been sub-divided 
with regard to the food and the other expenses of consumption. It is but 
natural that the relative proportion of espenses on the consumption side of 
food and other items will vary from conununity to community, and possibly 
a more detailed information may be necessary on other expenses than food, 
in more organised communities. 

Sanitary Assessment of Houses : In the Sanitary Survey of Houses a 
quantitative estimation of the sanitary conditions inside and outside the 
house has been attempted and it is hoped that a fairly good picture of the 
environmental conditions under which the people live will emerge. 

Village Schedule : An additional schedule to study the environmental 
and socio-economic conditions for the village as a . whole has been designed, 
but for lack of time' it has not been filled except in part relating to the breed- 
ing places of the anopheline mosquito and the harbourage of the adults. 

School' Sanitary and Medical Investigation Schedules: A survey of the 
schools and medical examinations of the school children was also mtended 
to be carried out, but this part of the work having been conducted by Public 
Health Organisation, was not repeated. Their findings are given in Chapter 

X. 

' Diet Survey Schedule : A diet survey of 30 families by the diary method 
-.has been carried out. It is recoguis^ that both the -number -of families 
investi^ted and the period of invrafdgation is inadequate for the purpose, 
specially because coiu^erable variatioa in the diet takes place in different 



parts of ,tlio year. The pr(il»l<-m .is «liirinill flilstkiHtl of stirvi-y is 

tinifi ronsnmiiig and lias to be <'arrie«l the ycir, ILtwcver, a 

]iiuit<’<l iufonuation obtaineil lif'r*' may be foiin'l af soim* the iH ft corrcl.itcd 
htiidy of (li<> jTfiKT.il Hiirvoy, . 


Laboratory Mcthotl-s. , 

Slo'J C»!Icclii'>i : f'oll'’('fci<»n of .stuol-- pts' •'iif' sp^eial «litib’ttltb’'t. b'’f’.i*h'o 
the people evactiate ihi‘m'!''lvi>s in fipon ti,*Ms wln’r-'vrr tin* ‘>li','h‘e-:t priv.iev' 
can bo soetiml .such as by iicilj.'c-, nr by Tn olit lin identified .speeimen 

each individtiiil Wfts provided with ail'd fine lov.-hich lu'or j-ho was requested 
to tie an envelope wliieli i out aiiied rertain part iciilar.i for the itidividiinl. They 
.were rcrpiestecl to plant the?*: fl.i^s besid*- the .'<tnols pa^-ed by them in thn 
inoniinj;. The .sltiols were p'eked up in facee,s eolteetion tubes which eoitsi-ted of 
ft spoon ftttnclicd to n cork which cotdd fit a pkass tube, A metallic cover was 
provided to protect the ela«s tithe dtirini: traihinb^ion. The envelope was 
removed from the flag and sittachetl t<i the fneccs tube in whieli the stools from 
the particular individual were colleet»d. The.s.- tube> wcri- despatched to tho 
l^iclil Laboratory where the samples were subjecU-d to micr'iseoplc examinn- 
tion within *1 hours. The stools were e.vaminod by Jlarher'.s .salt .sohition 
flotation method for egtrs of heliutnth? ; nnd by ohlinary .saline .siisjiension 
and the iodine .staining method for inte.«tinal protozoa and oy.sfs. 

Jihod Eramnial'on : Both thick and thin films were examined for blood 
para.sits3s. Haemoglobin was roughly esiinuted by Ttalquisls haomoglobino- 
meter. 


Sampling. 


. The object of a sample survey, in the words of B. A. Fi.slicr is “ to give 
the maximum precision in return for the labour expended Stotistical 
theory provides formulae by which accuracy of a sample of a given sire obtain- 
ed by a given method can be worked out. These fornmlae involve charac- 
teristic.? of the population. Actuallj' these charnctcrlstic.s are not known, 
and in fact, are the ones required to he determined through the survc}' ; if 
they w'cre known the problem would not axisc. In many practical .situation.? 
previous cxjiericncc will give a fair astimiite of tho. 5 e cliaracteristic.?, and it 
may bo justifiable to use these c.stimatc.s in .aiipropriato formula for the 
purpose. 


For the same sized sample the accuracy may vary according to the method 
■of sampling employed. For example, a stratified sample of a given size may 
more accurately provide the estimates of the clmractoristics of the popula- 
tion than a completely random sample. To use the method of stratified 
^rap c, ow ever, it is necessary to Imow tlic appropriate clftS.?ificatioii into 
1 C le population should be divided in respect of .a praticular characteristic, 
“ pre* Wedge of the variation between the clomenfes of 
ite such information,- or in 

-mentioned 

wp 1 TP -, 7 , the best approximation. However, since 

obvionslv not nowiWp number of variables or characteristics, and it is 

-each ciaraeteriLp i ^ sample size in respeejt of 

. tratified sample for overall purposes cannot be obtained , 



.9 


for,- while it jnay be good for one characteristic it may be very wrong ,.fpr_ 
smother. Hence, in a problem like the general health survey we cannot use* 
the stratified sampling technique and liave to depend upon a conipletely' 
random sample. 

In considering a population we are confrolited with various units of des- 
cription. For instance, in the present case we have a number of possible imits 
such as the individual village,' the individual family or the individual personi 
Which of these units of descriptions should form the basis for sampling ? 
The obvious answer, perhaps, would be to select such unit of description as 
would form the ultimate basis of discussion. It may be readily agreed that 
in most of our discussions the unit of description is the individual, as the rates 
conimonly used relate to the population of the individuals ; but for some 
purposes, the family, the house or the village may form a more appropriate 
unit of description. For example, in the study of economic conditions the 
family unit is more appropriate than the individual unit. In the discussion 
of sanitary condition the house unit provides a better basis and so on. Here 
again, we arc confronted with diificulties of the same nature as mentioned 
in the case of stratified sample. However, the assumption made above, viz., 
that the unit of description in which we are primarily interested should neces- 
sarily be used for sampling to obtain best accuracy is not always correct. 
For instance, granting that our ultimate object is to base our observations on 
individuals, and that the size of the sample (individuals) remains fixed a 
sampling scheme in which the -family is taken as the unit may sometimes lead 
to a greater and sometimes to a lesser degree of accuracy, as compared with a 
scheme in which the individual forms the unit. It all depends upon the degree 
of intra-fauulial correlation Avith regard to the particular characteristic under 
examination. In case it is positive the accuracy of the estimate where family 
has been taken as the unit will be inferior to the one obtained by taking 
individual as the unit and vice versa if it is negative. Since the variety of 
information to be collected in a general health survey is' large, the selection 
of one or the other scheme will give higher accuracy for some characteristics 
and. lesser accuracy for the others. For practical considerations of field work 
sucii as undesirability of discrimination Avithin the members of the family 
which may sometimes lead to awkward situations, and also for the fact that 
in certain epidemiological and socio-economic considerations a complete 
picture of the family is necessary, ,we have adopted the family as the unit for 
purposes of sampling. It may be stated here that the loss of accuracy in 
estimates arising from high intra-familial correlations can, if necessary, be 
assessed by using the intra-familial correlations Avith regard to any character- 
istic in the general formula of standard deviation of the sample. The formula 
just mentioned is as follows : 





M— m 
M— 1 



where ‘ M ’ is the total number of families in the population, ‘ m ’ is the number 
of families selected in the sample, ‘ N ’ is the average number of individuals 
-n the family, ‘B ’ is the intra-familial correlation Avith regard to the given 
.charwjteristic and ‘ P ’ is the true value of the proportion in the population. 

',Frqm this general formula the follcAA'ing simple formula may be, derived 
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\dieu we ignore the problem arising out of intra-familial correlation and taka 
individual as tbe unit. 

S.D.= ^ / fQ (N— n) 

V 11{K— 1) 

where ‘ N ’ is the total population, ‘ n ’ is the number of individuals in tie 
sample and ‘ P ’ is the true value of tho proportion in the population. 

It will be readilj seen that the ratio of standard error to ‘ P ’ uill vary 
according to values of ‘ P ’ and of ‘ N ’ for the same size of ‘ n *, and thea 
may change with various characteristics. We know that ‘ P ’ varies inde- 
pendently for different characteristics and that ‘ N ’ may also change at the 
same time. The true value of * P ’ is not known, but as we have said befors 
we^ may take a common sense value for approximation. To illustrate this 
point let us take two characteristics — (1) maternal mortality rate and (2) 
crude death rate. We may use for purposes of illustration the value of *P 
for India as a whole. For nuitemal mortality rate * P ’ is approximately 
0-02 and for crude death rate it is 0-025. * N ’ for the former characteristics 
IS the number of total births and for the latter characteristic tho whole popnls* 
Mme sized sample ‘ n * the ratio of the standard error to * P 
will be obviously higher for maternal mortality rate than for the crude death 
rate. Or, m o Jer words, the estimate of maternal mortality rate of the 
population will he less accurate than for the crude death rate. If it is desired 
same degree of accuracy for the estimates of various chaiacto- 
® multi-stage method of determining the size of the 
SSp ‘ p for purposes of deter^' 

srnalleT si 7 P.l certam characteristics, in which the accuracy will suffer ^ 

for ohoioctofetios 

To eo hack to out desired degree of accuracy for the cstuM^- 

mi the sized sample for deter- 

then for any chaiactpr^f; * population, i,e., a sample of 

of ooSmJ SSh of • P ■ is 6 per 1.000, <l“ 

level). Sinfclv, if’ 1;000 to 6-3 pet 1.000 (at 6 pete® • 

reduced to 4000 and the ‘ P the population 

values will he 4-4 ter cent + ? r Sie range for the cstnaa^ 

considered adequate and u ® This amount of accuracy ^ 

ao.000) was adolr^Tj^ ® of one-sLxth of the total pop^ 
^ed by dividing the aboirp^^ number of fanulies to be taken ^ . 

ftniily. V average number of individuals^ 

because of the practical S “/.^^I'-sampIe for special purposes was adopt^ 
these cases the stSra^-„\^'^ ®l®o l>®oan®® it was considered g 
and stool examinations is S® e^^o^ally low. Sub-samples for 

®f houses 60 uer « 1 Percent., economic survey and so 

«^*>=^pled families. The^b «orvey 5 per cent, of ^ 

. ano samples were carried out in series, so that tn 
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families selected for diet survey. necessarily be included in tbe families 
selected for economic survey and sanitary assessment and so on. However, 
for reasons stated previously these targets were not reached. Table I gives 
the statement of the actual number of families investigated for various purposes 
together with the standard deviation for one appropriate rate or value of la 
suitable characteristic. 


Table I. 

TUq sizes of the Main Samples and the Svb-samples with Standard Deviations 
for Appropriate Bates or Values of a SuiuMe Charaderistio. 


Katnro of sample. 

Xo. of units 
investigated. 

Proportion of 
units In tbe 
sample to the 
units in 
popnlatlon. 

Common sense rate 
or value of a 
clmractcrlstlc in 
the population. 

Standard 
error of 
estimate 
of tbe ra to 

Main sample . . < 

1,107 families (0,661 
individuals). 

] 

1/lOQi approx. 

0-005 

O-OOOS 

3B]ood oxamloatlon . 

6,438 persons . | 

l/llth „ 

0*03 (Blood parasite) 

0-002 

Stool examination 

S,100 persons 

i/satii „ 

0'4 (Stool parasite) 

O-OIP 

Sanitary assessment . 

680 families 

l/20tli* „ 

0-2 (Cleanliness) 

0.101 

Bconomie snrvcy . 

512 families 

l/22nd „ 

Its. 160 (mean oxpondlturo 
ptr capita on consump- 
tion witb 8. n. of as. 60). 

2-2 

Diet survey . . 

80 families 

l/40th „ 

2,400:1:200 (calories con- 
sumed). 

30‘5 


/* Slnco In aomc tiouacs moro than oiio family nssldo tlio proportion of tlio houaca Inclndcd in tfao anb' 
aamplo to the totol number of bouacs (which are estimated at 8,U00 approximately) la l/14th. On this baaLs 
the a. n. for oleanlinesB would bo O’OISO. 


It will be seen that at 5 per cent, level the estimated values have a fairly 
reasonable accuracy under the assumptions made above. 

Procedure for the selection of families. — Of the 4 Union Boards, Singur 
and Balarambati were included in the original Singur Health Unit Scheme. 
For these Union Boards a Ust of villages and of the families in each village 
were available. Bor Bora Union Board similar lists were supplied by the 
President but they did not contain information about the sex. For the 
Begumpur Union Board no such lists were available and they had to be pre- 
pared' by a preliminary survey. 'Each family was numbered- serially for the 
whole area and selections for the main sample and for the sub-samples wore 
made with the help of Tippet’s random numbers. Before commencing the , 
actual survey operations, the families so selected were identified in the field 
and each was promirie'iitly marked to indicate whether it was included in the 
mam sample only, or; it was also included in any of -the sub-samples. At the 
same time, preliminary information about these families were' obtained in 
respect of certain items namely the number of infants, pre-school children, 
.school-age population,, adults. by sexes and pregnant women, aS also. a rough 
.estimate pf the family- income. It, .may .be mentioned here tliat it was not 
found -practicable to .evenly J spread out the’ sample .throughout „the„4. Union 
• Boards; ' While'- in Singm'and Balarambati Unions the sampling .numbers 
.were kept up to scHednles,; in- Boraind- Bcguifipur {Unions, only .alternate 
'-families in the sample were examined. 'The htateiiient bf thd targot.number pf 

families and the number actually investigated is shown in Table II. 

« ( 

B 







12 


Table II. 

Cmnjpari^on hy Union boards of tJie Sizes of Target Samples and Sub-sampies 

with those actually Surveyed. 



SIKHUK. 

1 BAIS.F-UI1ISTI. 

1 

1 HortA. 

BROUMrer.. 

Total. 


Tarpet. 

Actually 

clone. 

Target. 

Actnatty 

clone. 

Torpet. 

1 Actually 

1 clone. 

Target. 

Actanlly 
clonx. 1 

Target 

ActnaUy 

done 

Slain samplo 

3S2 

30? 

>103 


457 

103 

003 

3.’’, 7 

1 ,011) 

1,170 

Sanitary assessment . 

170 

102 

201 

■0 

£28 

Am* 

< i 

340 

210 

031 

EEO 

Beonomle survey. 


130 

201 

no 

£23 

01 1 

340 

ICO 

031 

612 

niot survey 

17 

3 

20 

12 



33 

10 

04 

SO 


Hots. — ^I nvcstl^ntlon or twonly-ono other fiiinlllc^ Iim lircn carried out hut famUy 'wrr^ not 

fll Id, as most of the families were aliscnt at the time of survey and hence a1>->ontco selieitiilcs only could 

flltcil. 


As has already been stated, we have used completely laudorn samples 
and not stratified samples. Since, it is well.known that many characteristics 
of a population are i^iienced by its general biological constitution such os 
age and sex, the actual values of those characteristics may be \'itioted if the 
sample did not correspond with the population in respect of age and sex. In 
other words, the value of a given characteristic derived from a sampled popula- 
tion may partly deviate from the true value of the characteristic of the popula- 
tion, because of disproportionate sampling as regards the age and sex. This 
point is capable of being tested, and a comparison between the sample and 
the total population has been carried out in respect of sex and size of famUy 
for Siugur and Balarambati Unions for those villages for which the data were 
available. [See Tables 'Hi, IV(o) and IV(6)]. 


' Tabus III. 

Comparison of the Sex Proportion for the Population and the Sample, 





sneatm. 


jB.UUUUSATT. 



Male. 

Fomalo. 

Total. 

Male. 

^Female. 

Total. 

L<Sample . . . . ' . 


■B 

007 

mm 

.501 

707 

1.408 

Population . . . 

■ 

tBM 

3,265 „ 

IB 

" 4,380 

,.-‘3.022 

8.802 


X*»2-B notslgnl&cant. X*^0-0 notBlenl'acant. . 


Table T- 

Comparison the Pamily^ Size of the Populatioy'-and of tSe Sample. 


'FAiuUy Blzo (Slngor Union). 



B 

2 

3 1 

B 

n 

O'l 

7 1 

8 ■ 

0 , 

40 All 

12— IS 



Sample . . 1 

PeprOaUem 


i 

an 

100 

B 

80 

185 

ai 1 

053) 

14 

US 

18) 

100 i 

44! 

(02 1 

43 

02 

0 

80 ‘ 

5 

S7 j 

2B0 

a,307 


x*- 28*0 (Slenaficatlon) 
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Table IV(6). 


Family sl*o (Balaranibatl Union). 



1 

1 

O 

3 

4 

G 

0 

7 

8 

D 

lO&ll 

12—15 

B 

Total. 

Sample 

IG 

30 

37 

41 

32 

20 

22 

12 

18 

0 

IS 

B 

254 

Population 

08 

170 

223 

234 

220 

183 

121 

81 

CG 

58 

03 

30 

1,570 


not fllenlflcant. 


Unfortunately we liave no data for the population in regard to sex and 
size of the families for Bora and Bcgumpur (where smaller sized samples have 
been taken) and for any of the four Unions in respect of age distribution, and 
therefore, the comparisons cannot be made. However, from whatever material 
is available one may have a fair degree of confidence that gross immbalanco 
as regards the main biological characteristics has not arisen through random 
sampling. 
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CHAPTEB H. 

co™. 

Location. tt • . -rtamelv 

The Singoi Health Centre consists of Serampore Sub- 

B™ - WP- S. sour™ M of the (.«e Map I). , 

Area and Population. ^ -rinTth 

The total area is 32-98 “ ^“aS^Xt 68 villagM 

to south and ''tsadthmse tom ^t t^Bt OTO families Urag iu about 8,300 

^ASXjS 


rOBMO FM5BS- 


Atca I n 
sq. miles. 


No. of 
vlllagco. 


IpopulBtlonl 


Hospitals ] 
ami 
dUpcn- 
I saries. 


1 1 Slngur 

2 1 Balarambatl 

3 I Bora . 

4 I Begumpiir . 


Approach and communicatio^. 

The village Singux where and 

from Calcutta. It is accessible both by rail (Ho-OTah-T branching 

by road. The latter is a metalled road, at present ^ ^ i,, the Singui 

from the Grand Trunk Road north of Sheoraphuh. Th g meadow 

Union are approachable either through Katchlia raised ^ 

paths. (See photos 12-17). These are unsatisfactory 

communications are difficult for several months durmg the Ohord Line, 

JU, snd Bslsismbati sis situstsd.sloug ®Xit of 

the foimei being about 17 miles and the latte about 21 

Calcutta. Begumpur is also accessible through a metalled x 
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ing fifom Dttarpara passes througli Janai and Adan and runs via Begumpur, 
to Bora and from there to Serampore. The last portion is at present not 
motorahle. Bora may also be reached by a stretch of metalled road, two miles 
long, connecting it with Manirampur railway station on the cWd Line. 
While the villages m the Begumpur Union are comparatively easily accessible, 
those in the other three Unions have poor communications, and movements 
during the rains are almost impossible. 

‘ Some of the village roads are nominalty maintained by the District Board, 
some by the Local Board (now defunct) and the rest by the Union Boards. 
During the dry season cycling is possible from village to village except where 
the roads arc broken up by bullock carts and water courses. Some villages 
in Balarambati and Bora Unions are altogether without any approach roads 
and no wheeled traffic is possible even when it is dry. 

' The Howrah-Burdwan Chord and the Howrah-Tarakeswar Lines cross 
at Kamarkundu, a ipdllago in the Balarambati Union. The Tarakeswat 
Line crosses through the northern part of the Siugur Union while the Chord 
runs through the Begumpur Union and between Balarambati and Singur 
Unions, thus enclosing a major part of the area in a triangle {vide Map I). 

Climate. 

' Certain meteorological records have been routinely maintained at Singur 
since 194:1 by the Sanitary Engineering Section. 

- It is hot and moist during the greater part of the year. However, there 
is considerable variation in temperature in the course of the year, the mini- 
mum temperature may be as low as 4.4° F. and the maximum may touch 
105° F. Kelative humidity liardly ever goes below 60 per cent., and most 
of the time it is above 80 per cent, and remains ncar-about 100 per cent, for 
veeks. There are considerable diurnal variations sometimes ranging between 
60 and 100 per cent. 

'■ The year may be divided into foiu’ seasons namely, winter from mid- 
November to the end of February, followed by a prolonged summer which 
lasts till the imddle of June when the monsoon breaks. The rainy season 
extends to the’ middle of October followed by a brief autumn. The meteoro- 
logical records for 1943 are shown in Charts I, II and III. The mean monthly 
TnaTHTTinm and minimum temperatures are given in Appendix 111(a). 

The average total rainfall is about 60 inches but it fluctuates widely from 
year to year (between 35 to 85 inches). The distribution of rainfall tlnough- 
out the year is roughly as follows ; less than 5 inches from November to 
February, about 7 inches from March to May and 40 to 50 inches between 
June to October. The. monthly rainfall records as maintained at Singur 
from 1941 to 1944 are' 'given in Appendix III(6). 

f 

" Physiography. 

It is a jjart of the flat Gangetio delta in south-west Bengal, studded over 
with close-set villages. It lies between two great rivers running parallel from 
‘ orth to south namely the Damodar which is 14 miles to the west of the area 
■ nd the Hooghly which is 8 miles to the cast. The former is a torrential river 
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and tlie latter is a tidal river. The general slope of the country is from north-' 
west to south-east but there being little gradient the natural drainage problem' 
is difficult. It is further complicated by the erection of cmbanlonehts for 
various purposes which prevent the natural flow of water. Enclosing, as 
they do, low lying land with insufficient outlets, they cause accumulation of 
large sheets of water during and after the rains. Besides, the removal of 
earth for raising the village sites and for building houses has created innumer- 
able dug-pits {dobas) and tanks, some of which arc of large size and have been 
specially made to hold water for drinking, household and irrigation purposes,, 
thus producing unconnected more or less permanent water surfaces locally in 
and around the villages. 


Originally the flood water from the Damodar periodically flushed out 
the area and it drained away into the Hooghly. A number of natural inter- 
connected channels through which the water mainly flowed may still he 
recognised, but all of them are now irregularly silted up and do not adequately , 
function. Attempts, though unsuccessful, have been made to replace the 
natraal drainage by a few artificially cut drains. The only inlet of water 
from the Damodar “at present is the Eden Canal System which is designed for 
purposes of irrigation only and does not help to flush the area. As a result, 
the five rividets, namely, the Kananadi, Julki, Ghia, Kunti and Saraswati 
which traversed throxigh the area are now dead (photo 22) but being low beds, 
they hold water after the rains much longer than the surrounding country, 
specially beWcen-the cross bunds erected by the people (photo 23) to conserve 
water for irrigation purposes in dry seasons. They ate over-grown with 
vegetation and act as breeding places for mosqtiitocs. The location of these 
^ers IS shown in Hap II. In addition to these dead rivers there is a natural 
chafinel called the ‘ Kjfiialdial ’ running north and south for a distance of 6 
miles thiojigh Singur and Balaramhata Unions. Of the artificial channels' 
mention has aheady been made of the Eden canal which lies outside the area 
but IS connected with the old beds of the Kananadi and the Ghia. The ’ 
Gopalnagar cut (see photos 20 and 21) joints the Kananadi’ with the Saraswati 
t^s carrying the water from the Damodar into the latter river. An other 
artificial channel is^the Dankimi drainage system. This scheme was in- 
augurated in ^73 with the object of draining the low lying lands of Dankimi 
area east of Bora and Begumpur Unions. It is a ‘Y’ shaped drain with 
opeimp m the I'tW Hooghly at Baidyahati (inlet) in the north and at Bally 
^ ^ I longer northern limb of the Y commences beyond 

^ of the Singur Union and running southward through 

jommg Umon tmthe east joins the shorter ihnb coming from the Seram- 
of Begumpur Union.; It does not act efficiently 
water nan ti ® of Water after the rains. However, when necessary,- 

^ embankment of this description 

urevent Damodar. It was designed to 

mg of the area. There are many other transverse 
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bunds across tbe beds of the dead rivers and Iclials as already 
mentioned. 

(2) Bailvray embaninnents. They are 3 in numbers— 

(i) The HovT:ah-Burdwan Main Line, built in 185 L 

(ii) The Sheoraphuli-Tarakcswar Branch Line passing tlirough Singur, 

(iii) The Ho^vrah-Burdwan Chord Line built in 1914. It jjasses through 
Begumpur, Bora and Balarambati Unions. 

(3) Road embanlcincnts. There are 5 metalled roads and a number of . 
Katcliha roads running across the country. They are — 

(i) The Grand Trunk Road rimniug north and south. 

(ii) The Chinsura Klianpur Road. 

(iii) Tlie Baidyabati-Tarakeswar Road. 

(iv) The Serampur-Manirampur Road. 

(v) The Uttarpara-Adan-Bcgumpur-Bora Road. 


These embankments have completely prevented the natural flooding and 
flushing, liavc caused the death of the rivulets, have reduced fertility of land . 
and have increased malaria in the locality. 


The most striking feature of the villages is the presence of a large number 
of dohas and tanlrs around each house or a group of houses. Economically, 
these serve at least threefold purposes, viz . : — 

(i) Provide water for cultivation of lands contiguous .to houses. 

(ii) Provide Ax-atcr for domestic use and bathing purposes. 

(iii) Fish cultivation. . 


Unfortunately, these dohas and tanlcs also form tb'd most potent breeding 
places of A. pMUppinensis, the local vector of malaria.^. • The number oi,dohas 
vary from village to village, mainly according to its srac as may bc.i?een from 
Table AU in which some details fou^a group of representative villages from' 
each Union are given. ’ ^ 


• Table ■\U. 

TanlS and Dobas Emmeraled in 




Thus on an average there is approximately one tank or doha for two houses 
(jpamilies 1) or for 10 persons. 
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Inigation. 

As akeady mentioned the north eastern part of Singur Union receives the 
“benefit of irrigation by the Eden Canal through the Kananadi, the Ghia, the 
Gopalnagar cut and the Saraswati. The usual method of irrigation which is 
carried out during the winter and early summer is lifting from dohas and tanks 
or from the accumulations in the beds of the dead rivers by means of a donga 
(or steel boat-like device) worked by manual labour. (See photo^aph No. 19). 
So far as the malaria problem is concerned, the present system of irrigation 
has potentialities both for good and for evil, perhaps it has done more harm 
than good. 


Soil and sub-soil. 

The soil is alluvial mostly clayey but deposits of sand are found in some 
places. It is still fairly fertile but in the absence of periodical renewals of 
silt deposits by flood water from the Damodar, progressive deterioration is 
inevitable. Eor vegetable cultivation the farmer has to manure the land 
heavily with farm yard manure and oil cake. 

The sub-soil is mostly a mixture of sand and clay or of clay and sand in 
alternate layers. Due to impervious clayey layers there is little percolation 
of rain water. The level of the sub-soil water is hi gh being on an average only 
three to six feet below the surface depending upon the season. 

The temperature of the ground water varies but little and according to 
Bhaskaran (1944) its biological characters are not greatly affected by season. 


Sources of water supply. 

^Tube-wells form the main sources of drinking water. A survey of the 
exkting water sources of Singur and Balaiambati Unions recently carried 
out by Subrahmanyan and his associates (1944) shows that in an area of 16*6 
Eg. miles there are 165 public and 99 private tube-wells. On an average there 
are 82 persons to a tube-well in Singur Union and 141 persons in Balarambati 
Union.^ However, only 80 per cent, of tbe public wells and 94 per cent, of 
■fihe private wells were found in working order ; forty-three per cent, of the 
public and 21 per cent, of the private tube-weUs were in poor state of repairs. 
The following defects were noted : — 


(i) Broken studs and holts. 

(ii) Worn out leather buckets. ' 

(iii) Leaky leather washer and valve at the foot of pump. 

(iv) Pump not fluctuating. 

(v) Pilter choked. 

(vi) Head of pump broken. 

(vii) Pump handle broken. 


niiitr'in ^ ®‘^®’itioned above there were 56 open wells of which 

rfvATi f^^ipking purposes. Do6os and tanks have been entirely 

Howhvot f of ckmkmg water except by a few widows and old women, 
ilowever, for domestic purposes they are exclusively used. Although a 


<complcto census has not been made in Born and Bcgumpur Unions, it is esti- 
mated that there are 65 public tube-wells in the former and 78 in the latter 
Union. 


Types oJ Villages. 

The \dllages differ in size and to a certain extent in tyi)e. There are three 
main lypes of \nllages, viz. (1) closely set houses with crowding of population 
within short space in a manner resembling a rural town. (2) Typical Bengal 
village ■with houses separated from one another by tanks, dohas, bamboo or 
banana groves or even open agricultural lands. (3) Five to ten houses cluster- 
ed together, the clusters being scj)arated by tanks, dobaSf groves or fields. 
The houses are generally built on raised lands as already described. (See 
photos 2-4.) 

• A typical village in this area consists of 150 to 200 houses or 200 to 300 
families. Some families live in separate houses, others reside in .separate 
rooms built round a common courtyard, where paddy is stored in ‘ morais ’ 
and a creeper or two of marrow are spread out over a bamboo stage. In most; 
villages banana groves or vegetable gardens extend on one or both sides of the 
house, the front gate lying above the serpentine road or lane which skirts 
the tanka or plantations. Frequently four or five houses form a group separat- 
ed by big tanks, banana plantations, vegetable gardens or bamboo groves. 
Ah a rule a villago is inhabited by a single community such as the Mahesbyas, 
other Hindu communities or cnthely by Muslims. Houses are built of mud 
with baked clay tile roofing. Here and there a pucca house may be seen and 
not infrequently one comes across small polished cemented plinths by the 
side of the main entrance. The growing popularity of cemented floors is 
evidenced by an occasional cemented floor in the veranda or even inside the 
room of an othei-wise Tcaclilia house. For pictorial views of the rural environ- 
ment described above reference may be made to Appendix VIII (photos 5-9). 


Sanitary Assessment o£ Houses. 

■ Sanitary survey of 589 houses was carried out. This represents roughly 
7 per cent, of the houses in the Health Centre Area, 

. General distribution of families in houses : A house is, as a rule, built to 
accommodate one family {vide Table VH). However, about 20 per cent', of 
houses are occupied by more than one family, about 12 per cent, of them lodge 
2 families, 4 per cent, three families, 2 per cent. 4 families, and a few houses 
contain as many as 5 or 6 families. 


Table VII. 

Distribution of Houses According to the Number of Families. 
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Tabli? VIII. 

Distribution of Houses According to the Number of Inmates. 
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The number of inmates in a house Vtiry from one to as many as G1 (in one 
instance). "While the average size of the family is 5*9, the average number of 
persons per house is 7-5. Generally, a house accommodates not more than 
10 persons (81 per cent.). The houses lodging four or five persons arc most 
firequentlj' met with (12*2 per cent.). About 4 per cent, of houses lodge more 
than 20 persons or more and a similar proportion have single inmates (see 
Table VIII). Wo shall revert to the discussion of adequacy of accommoda- ] 
tion later on. 


From health point of view, the number of children per house is a matter of 
considerable interest. Distribution of houses according to number of children, 
is' set out in Table IX. 

I 

' Table IX. 


Distribution of Hmtses According to Number of Children per House. 


Uwi^c. 


JTo. of child tvii per Iioncc. 



0 

1 

o 

3 

4 

5 

G 

7 

8 

0 

10 

11 

12 

13+ 

ITnmljrr 

12fl 

\ 

104 

1 

105 

03 

58 

33 

in 

12 

13 

7 

4 

3 

o 

G 

PcrccnfJiEe . 

21-4 

17-7 

17-8 

lO-l 

0>8 

5-0 

3-2 

“•0 

2*2 

1.2 

0-7 

0-5 

0-3 

1-1 


. It will be seen that in more than one-fifth of the houses there is no child 
and in over one-sixth of them the child is without a companion. In other 
words, only in about 60 per cent, of houses the problem of more than one 
child arises. In such houses two to three children is the rule, but 4 to 5 
children are not uncommon. WTiile the percentage of houses progressively 
decreases as the number of children increase, 12 or more children in a house 
may be occasionally seen. In one mstance, there were as many as _23 children. 
Housing^ conditions therefore preclude any possibility of cfEective isolation in 
case of infectious disease, particularly the eruptive fevers. Apart from close 
personal contact of children iu a house, promiscuous defaecation and careless 
msposal of nasal and respiratory secretions as well as of wash water are calcu- 
lated to daseminate infections in the house and in the immediate neighbour- 
nood. facts should be borne in mind in connection with the discussions 

^ morl^iy and mortality amongst infants and pre-school children (see 
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Table X. 


JDislribulion of Houses According to Agency of Conslruclion. 
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Agency of construction. — ^Houses are practically always constructed by 
the ^^llagers without outside assistance {vide Tabic X). Excluding the 11 
houses for which information is not available the owners themselves built 36 
per cent, of the houses without professional assistance and another 16 per cent, 
with the help of village masons, 46 per cent, of the houses were put up by the 
village masons without outside assistance and 2 houses (0*3 jjcr cent.) with 
the help of outside contractors. Only 1 *7 per cent, of the houses were wholly 
built by contractors from outside the village. It would thus appear that 
even for houses costing Rs. 1,000 or more local builders are generally good 
enough. 

Cost of house construction. — It is difficult to estimate the cost of construe- , 
tion of houses but in making this estimate the information received from the , 
owners and personal judgment of the investigators have both contributed. 
It may be assumed that the labour employed without cash payment has not 
been included* However, a rough distribution of houses according to the 
cost of construction as well as the average number of occupants is given in 
Table XT. 

Table XI. 

Distribution of Houses According to the Cost of Construction and the Average 

Number of Inmates. 
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* Ko infoTinatlon nliout cost or construction Is nvolinbic for :i houses, 
t Exclndlnj! ono cstrn-ordlnnry family Ihta number Is reduerd to 3'4. 


It will be observed that abopit one-fourth of the houses cost as little as 
less than a hundred rupees to construct, the largest percentage of houses 
(28*9) arc built for Rs. 100 to Rs. 250 only, a little less than half the houses 
cost over Rs. 250 and quite a substantial number (18 per cent.) cost more than 
Rs. 1,000. A rough estimate of the average cost of a house in this area is 
Ra. 600 as against Rs. 400 estimated for rural areas by the Bombay Planning 
Committee, but it may bo remembered that average number of inmates- 
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pet house in the present survey is 7‘6 as against five calculated by them. The 
floor space available in Singui houses is much below their standard (s6e page 
28). It will be observed that with one exception the average number of 
inmates per house increase with the cost of construction or perhaps it would 
be more appropriate to say that the larger the number of persons occupying 
the house the more it costs to construct. The exception mentioned above 
is with reference to one house occupied by 22 persons, the cost of construction 
given being less than Bs. 25. One of the families residing in this house which 
consists of 5 members and for which alone information is available, is eco- 
nomically in the lowest class ; even so, it is a question whether the cost of 
construction of the house could be so low as that. If this house is excluded 
the average number of persons in this category of houses is 34 only. "While 
it would be contrary to the actual facts to say that the qualiiy of houses does 
not materially vary, there is little doubt that building cost is, as a rule, mainly 
referable to ^e size of the house rather than to its quality. Buxther remarlm 
on the coat of construction in relation to various items constituting the quality 
of the house are ^ven later. 

Sumundiii^s — Openness . — ^Nearly 56 per cent, of the houses are detached 
and 24 per cent, semi-detached. However, the proportion of houses attached 
on three sides is not inconsiderable being ll* 4 per cent, (vide Table XII). 
It may be stated that back to back houses are not open to the same objection 
as in the Western countries or in certain tirban areas in this country, because 
■of the customary inner courtyard. 


Table XII*. 


Distribution of Houses According to Contiguity with Neighbouring Houses, 


Houses. 

1 Xntnio of House. 
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^ house has an inner courtyard along two or three sides 
which there is a row of rooms almost always set behind an open verandah. 
Xhrae rows of rooms may be continuous or broken up into a number of units 
or huts with open spaces in between them. The courtyard provides space 

^ of ®fores and mote often than 

vesetahleR o’lt creepers of gourd or other 

(u^esB the adiacent h ' “di'^dual rooms have open front and back 

^osed. The iome ma^ '"“t S' ° a*"” T™ ““ 

tat ftoBt trail of tta Mortyard S Ifd™ fl. ' ' f '"** 

Table XIII). However^ ^ *om street alignment (see 

, many instances the front door may open on a 
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narrow passage through which it communicates with the street and beyond’ 
this passage may be a tank or doha of varying size. Similarly, the ba^ or' 
one or the other side may adjoin a tank or doba. This description would 
explain the reason why the majority of the houses belong either to the category 
in which the front space including the streets (which is usually narrow) is 
less than a quarter of the height of the house or compotmd wall, or it is a 
large open space. The same applies to back space, but in this case, houses 
with large back space are more common. Again, houses with a big front 
space are also likely to have a large back space and conversely houses with 
small front space have, as a rule, small back space. Less frequently, a large 
front space may be associated with a small back space and vice-versa, Thou^ 
we have not carried out separate analyses for each Union, the villages of 
Begumpur Union largely contribute to the category of houses in which the 
front space is very small or is of intermediate size. AgRin ia this Union there 
is little or no space between the houses and unhke the other three Unions, 
double or three storied houses are common here. 


Table XIII. 

Distribntion of Houses Accorditig to Ratio of Open Space [Front and Bach) 
to the Height of the House. 


•' Bade space : heigbt of the ! 
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1 Front space : height of the house. 
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37-7 
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• • In Table XIV information about the ratio of the open space to the height 
of the building is shown for the two sides. As might be expected there is 
a- remarkable correspondence in the distribution of houses in respect of 
•varying sizes of open spaces on the right and on the left sides in relation to 
the height. It will be noticed that houses with plenty of side space and houses 
"With little or no side space are more common than houses of intermediate 
side’ spacer Houses which are open on one side -are also frequently open on 
the other side and vice versa: 
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Table XTV. 

jyistnbution of Houses According to Ratio of Open Space on the Sides {Right 
and Left) to the Height of the Houses. 
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* Percentages based on those for srhlc)) Information Is nrnllablc. 


In conclusion it may be stated that there are practically few or no obstruc- 
tive houses. A fair number of houses have ample open space, front and behind 
nnd not infrequently on the sides as well. The arrangement of the living 
rooms along-side the inner courtyard permits good circulation of air. 

Cleanliness — Drainage and cleanliness of compound. — ^Most of the com- 
pounds and open spaces round about the houses are ill-drained. Nearly 
44 per cent, have weedy growths and 14 per cent, have rank growth or jungle. 
There does not appear to be any relationship between the cleanliness of the 
compound and its drainage. However, the number of houses in which the 
■compotmds are ill-drained and have weeds or rank vegetation is not inconsider- 
able {vide Table XV). 


Table XY. 


Drainage and the Cleanliness of the Compound. 
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Mosquito breeding grounds. — While bad drainage helps to maintain high 
humidity, the breedmg of mosquitoes largely takes place in low lands made 
of dead rivers and in tanks and dohas. As has been stated above there is 
• a tank or ,a doha to practically every two houses. Since mosquito breeding 
.•takes place chiefly along the edges of these water collections, specially when 
ihey are not clean, we have measured the perimeters and classified them 
roughly as clean and dirty. The average size of clean and dirly perimeters 
■per house is 434 ft. and 55*1 ft. respectively. The frequency distribution of 
the houses with different sized clean and dUrty perimeters is given in Table 
XVI. 


Table XVI. 


Distribution of Houses According to the Size of Perimeter of Panics and Dobas*. 
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« Some boosca adjoin tanks and dobas not belonging to tho premises. 


Catches of adult anopheles were made in some of the houses and larvas- 
were collected from the ponds and tanks situated near habitations. A brief 
statement of the anopheline fauna as found dming the survey is given in 
•Table XVII. . 


Table XVH. 


Anopheline Fauna of the Health Centre Area from January to June 1944» 
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■ A, philippinensis is believed to be tbe only malaria carrying species in 
Uiis part of Bengal. This species was conspicuous by its absence during tiie- 
period of the survey. Previous records also show that A. pliilippii/i&nsts 
is rarely found during the first half of the year. However, as may be seen 
from table CSLVI 326 malaria cases were foimd in the course of the survey. 

' Since the malaria cxuve may be seen from Chart VII is low during this period 
it is likely that fresh infections were relatively few at the time. Even so, 
the question arises whether A. philippinensis breeds or the adults survive 
in sufficient numbers to explain such transmission of malaria as may occur 
during the first half of the year, or some other carrier species hitherto un- 
suspected is responsible for fresh infections. Unfortunately no dissections 
for mosquito infections could be carried out but perhaps it may be worth- 
while to search for other possible carrier species, specially when known 
malaria carriers like A. aconitus and .4. mruna and suspected species like 
A. annularis have been found. The anti-malaria organisations working at 
Singur and its environs, during the six months preceding the survey, dissected 
663 anophelines of various species (see Table XVTII) of which only 3 A. 
philippinensis were found carrying sporozoites in their salivary glands. The 
number of mosquitoes of species other than A. philippinensis is small and, 
therefore, it is not possible to exclude them from being carriers on the basis 
of these results. It may be noted that no A. philippinensis were dissected 
during July and August. ’ 

•I 

’ Table XVIII. 


Dissections carried out during the Period, July to December 1943, of Anophdes 
found in and around Singur. 
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• Two Inrcetcd raosgaltocs were found In September nnd Ono In’ October. 


' Fly breeding . — ^Trom Table XIX it "vrill be sCen that vast majority of 'th®^ 
houses have small breeding places for flics, and a few provide extensive breeding 
grounds, but the number of houses which do hot breed' flies is 'less than 


per cent. 'Here again, improvements,’ 'if and when’ carried otrt, should b® 
easily discernable. The problem of fly breeding is- closely- related ■to the 
question of disposal of refuse confciining human faeces and of the stable and 
Mwshed remw. Information on these points ,is contained . in tables XX, 
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per cent, of households take the trouble to cart the refuse to their fields and 
to make use of them. None of them foUow the most scientific method, 
namely, composting', but a small percent (3 per cent) take the trouble of doing 
something to make faecal matter non-offensive. The problem of latrines 
is further discussed on page 36. 

Table XIX. , : 

Fly Breeding, Rat Harbourage and- Other Pests. ' 
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Table XX. 


Disposal of Refuse Qontaining Human Faeces. 
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As may be seen from table XXT, the usual practice (82 percent) is to throw 
away refuse and garbage indiscriminately. In 2d percent of the cases a heap 
is mp.de. In 13 percent the refuse and garbage are hauled up to the farms, 
where not only they are made use of as manure, but are most , sanitarily 
disposed off because the fauna and flora of the farms vigorously attack their 
and reduce them to nonfomentable inorganic salts which are readily utilised 
hy the plants. This practice may be encouraged. Pitsai^ made in 5 per cents 
of cases but only half per cent, are covered. It would appear that in 1 percent, 
of houses, there is no garbage or refuse or not enough of it, so as to raise, the 
question of disposal. . • , 

t • 

In 198 houses thme are no stables or cowsheds. Of the remaining 391 
houses, 186 practice more than one method of disposal of the refuse, informa- 
tion about which is contained in table XXII. For the liquid ref^e, there 
appears to -be no arrangementlniovejc^S per cent, cases, in nearly 13 per cent, 
.there is a sump or cesspool witho^ any arrangement for outlet. Only in 
2*1 per cent, there is a sump with aii outlet. In most instances the cowdung is 
converted into cakes (in 61*^ per cent.) or it is Stacked in heaps (29*6 percent .) ; 
manure pits are relatively infrequent (8*8 ^ cent.). Considering both- the 
liquid and solid waste, the most cominon practice is to make cowdung cakes 
and to let the liquid portion take care of itself, or to stack up the dung m 
heaps and let liquid ^d its own way. ' 


« • 
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Table XXI. 



Table XXII. , 

Diarib,Mon «/»<>““ Me a„i C mhcd. 



' ' ■ 1 ^ill be Bepa 

■Ra 1000 or TOorW ete..BO. , While J*. .. ^nd social standards 

■S».S f"*”?. “* ’’“TelSS^ 'Sa cost ot beiiatog. 

SvTaAflT.ai^t for fli; ij^oiaton ol ^ 

Tjl same lematls eppljr- etMly \ the cost of beiiang teeeeae- 

a se,dam improvement^ oW^ “ *' °* '“' 

TRa 500 Tn any case, much temams to be accoi 
.<*> 00.08 both inside and ootmdo. 
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Table XXIII. 


.Distribution of Houses According to the Cleanliness of the Premises and Cost 
' “ of Building. 


N 

Cost In nipcea. 

Xo 

Infor- 

mation. 




—50 

—100 

—230 

— 

500 

1 1 
j— 1,000 I 


Total. 

P.C. 


1 

1 

yo. 

P.C. 

jyo. 

P.C. 

Xo. 

P.C. 

Xo. 

p.a 

Xo. 

P.C. 




-tClean 

0 

0 

4 

0-1 

13 

7-0 

S 

4-8 

0 

18-8 

28 

20-4 

0 

60 

10-0 

JUodcratcly 

cle.in. 

26 

41-0 

40 

58-2 

100 

04-1 

83 


47 

72-8 

73 


3 

380 

05-5 

'Dlrtj' 

30 

59-0 

20 

36-7 

48 

28-2 

17 

16-2 


13-8 

5 

4-7 

0 

144 

24-4 

Total 

01 


70 

■ 

170 


103 

1 

05 


IDS 


3 

589 



Table XXIV. 


Distribution of Houses According to the Cleanliness of the Rooms and Cost of 







Coat In rupees. 






Xo. 

Infor- 

mation. 

■ 


' 

—50 

—100 

—250 

I 

600 


1,000— 


P.C. 


1 1 
^0, 


1 

m 

No. 1 

P.C. 

1 

1 

iP.O.' 

1 

No. ' 

P.C. 



£ 

1 


'Clean 


0 

4 

1 

5-6 

8 

5-0 

i 

i 

11 

X7«5- 

-24 

t tf 

3^*8 

0 

51 

. 9-8 

'"AToderatcIy 
, ^ clean. 

26 

44-1 

-44 

62-0 

118 

73-3 

82 


45 

rM 

09 

72-6 

1 

385 

70-1 

_ iDlrty 

33 


23 

1 

32-4 

35 

21-7 

11 

11-3 

1 

7 

IVV 

\ 

2 

2-1 

2 

s 

113 ; 

20-6 

Total 

50 

• / 

■ 

■ 

161 

• 

or 


63 


05 

• 

• . - • 3. 

) 540 



• • Lining Rooms.-^ver-crowding . — ^The distribution ’ of 'houses 'according 
-jr. XT .--..i. j a 'Table 


fCo the number of 'occupants and the floor -space per’pers'Sn is’^eh in'Tabl 
.;^y. . ;V ly •. r-r • • 




.1 If 


Table XXV.- 

Distribution of Hous^ According to Number of -Occupants and'PloorSpace. ■ 


Ploor space per 
"person In sii^tect. 

' •* 




Xo. of occupants. 

^ ^ 


?• ' 

, 1 

; 1 

TotaL 

1 t 

Pet cetit. 

-1 . 

2- 

3' 

4 . 



y 

8-0 

1'1-12 

13-20 

if 21- 

1 

. , 

* r 

‘ ' —36 

2 ' 

21 

38 

61 

.'} 

60 

.44 

41 

' -44 


• 

45 

^10 

, 300 

07-3 

'' 30^™ • • 1 

13- 


18 

18 

14 


16 

'*14 

10 

11 

4 


20;2 

■ 42— . - . 

4 ' 

4 

4 

2 ' 

4 ' 

.'1 

0 .’ 

• 1 

0 

j • 

1 

1 

22 

3-7 

' , 60— . ■ . 

6 

3 

1 

1 

0 

■ 

2- 

t 

2 

1 

1 

0 

/ 

• • 

2-7 

-, ' Total 

24 

42 

41 

‘72 

68 

1 68 

50 ■ 

.. 61 

' 61 

.68 

24 

588 

'■ 90-9 
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A perusal of Table XXV reveals a state of gross overcrowding as majority' 
of the houses permit less than thirty-six square feet of floor space per person. 
Except when a person is a soUtary occupant of a house, more often than not 
the floor space per person is less than 36 sq, ft. In little over a quarter of 
the houses the alloted floor space lies between 36 sq. ft. and 42 sq. ft. and only 
in a little over 6 percent of houses more than 42 sq. ft. is available. It is 
comparatively rare to find houses allowing more than 50 sq, ft. of floor space 
per person. The Bombay plan (1944) considers 100 sq. ft. of floor space as 
the minimum requirement. In the present study majority of the houses 
provide only one-third or less of that space. 

It will also be observed that the larger the number of occupants, the smaller 
is the floor space available per person ; in other words, the size of the house 
does not increase as the number of inmates increases. Knowing as we do that 
furniture and other household effects further encroach upon the floor space 
it would not be surprising if diseases common to the over-crowded com- 
munities should freqi;ently occur. We have seen that larger the households 
the less floor space is available per person, and also the greater the coat of 
construction the larger is the number of inmates. Under the circumstances, 
the more costly houses do not have a decided advantage over the less expen- 
sive one, so far as over-crowding is concerned. 


T ejirttatton. Ventilation has been described as good in a little over one 
quarter of the houses (26 percent). Most of the houses aie inadequately 
ventilated and some of them (16 per cent.) are poorly ventilated. This is not 
Surprising, when it is remembered that the floor space allotted per person 
is inadequate and there is gross over-crowding. However, from what has 
cen said before, one should have expected that poor ventilation will be 
associated with bouses having larger number of inmates than those with 
ftwer occupants. This is not home out by the Table XXVI, in which the 
distribution of houses according to the state of ventilation is shown for varying 
num er o occupants. There appears to be better provision of ventilation 
in accommodating moderate number of persons than those having either snail 
or arge nm et of inmates. The observations on ventilation were probably 
not earned out properly, as early morning visits were di£&cult to make and 
of ladings were recorded. Dependence on obsemtions 

can be riven of the empty is not satisfactory, and no account 

It is not likely that mor^ * room is folly occupied, 

increa.scs. There is everv^ is provided as the number of occupanta 

have been taken accortoa^i^fh ^ ^ observations could 

conditions would have been r d ^ h:ey, still worse 

number of inmates. It mav^h^°^ particularly in houses occupied by large 
obserr.ition.s relatively bette noticed that according to the present 

Bs. 100 and particular^ in f is obtained in houses costing over 

y those costing over Rs. 1,000 (see Table XXVH)- 
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Table XXVI. 

Distribution of Houses According to Number of Occupants and Ventilation. 

I Knmber of occupants. I 


Ventilation. 


Total. 




1 

2 

3 

D 

B 

fl 

B 

8-9 

10-12 

13-20 

1 21t 





s 

14 

13 

1C 

20 

10 

17 

16 

13 

16 

M 

164 

•Good . 


Lp.c, 

33-3 

83<3 

21-7 


20-4 

17-2 

2D-3 

26-2 

21-7 

27:6j 





rEo. 

10 

20 

2S 

30 

40 

42 

34 

38 

42 

37 

■ini 


Inadequate . 

• • 

1 














Lp.c. 

41-7 

47-6 

41-7 

54-2 

68-8 

72*4 

BB-C 

82-3 

70-0 

03*8 

41"7 



1 

rxo. 

c 

8 

22 


6 

e 

7 

7^ 

5 

B 

3 

■iTf 

Poor . 

•1 

1 

Lp.c. 

25-0 



1 

23*0, 

11-8 

10-3 

12*1 

11-5 

8-3 

8-C 

12-5 

isa 


Table XXVII. 


Distribvliqn of Houses According to Cost and Ventilation. 


Approximate cost. 




i 

Cost In Itupccs 1 







____ 






Xo 


TontllAtlon 



—100 

—200 

—500 

—1000 

1000 + 

Infer- 

Total. 




—26 j 

H 





nation. 




rxo. 

m 

S 

IS 

41 

13 

14 


1 

164 

tGeod 


1 

Lp.c. 


11 -4 

10.7 

24-1 

12-4 

22-2 


33-3 

2e-8 



fXo. 

■y 

26 

36 

105 

82 

40 

41 

1 

387 

■Zandeqnata 

• • 

1 

LP-Oe 


&6-8 

44<g 

Cl-8 

78-1 

73'0 

30-0 

33-3 

67-6 



rxo. 

11 

14 

30 

24 

10 

3 

1 

1 

94 

(Pool 


1 





1 







Lp.c. 

64-7 

31.8 

SB'S 

14-1 


4-8 

0-D 

33-3 

16-1 


Total 

17 

44 




63 

105 

3 

686 


Lighting. — 'No have used a more objective method of estimating the 
condition as regards light (vide key). Generally spealdng, the rooms are 
fairly well lighted 22 per cent, being good, 61 per cent, moderately and only 
16 per cent, poorly lighted. No definite relationship between the amount 
of light .admitted into the rooms and the number of inmates in the house can 
))e observed except in those in which the number of occupants is over 20, 
where the lighting conditions are good. 

In resjioct of lighting the houses costing above Rs. 600, especially those 
worth more than Bs. 1,000 are definitely better tlian others {vide Table 
XXVni). These are probably pucca (brickbuilt) houses. 

Table XXVIII. 


Distribution of Houses According to Cost and Condition of Lighting. 

Approximate cost. 



Xylqliting. 

• Cost In llupcca. 

Total. 

—600 

- 

-1000 

1000— 

' 

* 

Xo. 


Xo. 

Percent. 

No. 

Percent, 

Xe. 

Percent* 

jGoml 

• • • 


14-0 

14 

22-2 

m 

66-2 

130 

22*2 

Moderate 

• • * • 


C4-3 

47 

74-0 

HI 

42*9 

369 

61*4 

(poor 

• • * • 


21-7 

2 

3-2 

■a 

1-9 


18-4 

- 

y Total 

416 


es 


106 


683 

100-0 
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Dampness. — Information regarding daini>neEa of the floors and of the roofs- 
is contained in Tables XXIX and XXX respectively. It will bo seen that 
while in nearly 60 per cent, of the houses the floor is moderately dry, the leakage- 
of the roofs is pretty frequent (50 per cent.). Xot many houses can 
good dry floors which are necessary for the maintenance of health. ^ These 
defects axe however closely associated with the low cost of construction for, 
over 54 per cent, of the houses costing Rs. 1,000 or more have dry floor and 
over 97 per cent, of them have non-leaky roofs. 

Tabi,b XXIX. 


Distrihutwn of Houses Acconhng to the Dampness of Floors. 
Approximate Cost. 


(COST IX UOIEESO 



mmmrn 



1011 

1 

, 


lUlHJ 

W 

00— 

Total. 

P.O. 

Cnnditloii or riooT. 

Xo. 

P.C. 

Xo. 

r.c. 

Xo. 

r.c. 

>'i>. 

r.c. 

Xo. 

r.c. 

Xo. 

P.C. 

Dry . 

Moienltly ivs • 
Damp . 

Flooded durlag 
lain'’. 

m 

U'O 

5 

0-3 

8 

4*7 

s 

7’C 

13 

20 3 

W 

.44-3 

01 

16-8 , 

^ 


S9 

49-4 

118 

99-9 

■6 

74-9 

48 

07-2 

49 

42-9 

349 

99*7 

20 

34-4 I 

20 { 

32-0 

42 I 

21-n 

17 

10-2 

3 

12‘.'> 

3 

2-9 

no 

1«'9 

10 

17-2 

0 

11-4 

0 

1 

3-0 

2 

1-fl 

H 

00 

0 

0-0 

27 

4-6 

Total . ; 

1 

5ft 


"tTi 


16(1 


105 




105 

1 


6S0 
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Tabus XXX. 


Disiribution of Houses According to the Leal-aye of Roofs and Cost of Suildingi 


Boofa. 

-25 

—50 

—100 

—260 

—500 

—1000 

1,000—^ 

Total . 

Good order .... 

1 


13 

48 

44 

43 

103 

SIS 

Leaky 

16 


05 

121 

61 

21 

3 

323 

Pereentage of leaky roofc . 

93-8 

1, - 

1 86-0 

83-3 

71-8 

SS-1 

32-8 

2-8 

56>6’ 


Jurnis/iwff.— House furnishings are poor. They are striking evidence 
of the low standard of living. Thirty-six per cent of the houses have nothing 
but floor to sleep on. In 41 per cent, of the houses wooden beds are available 
for some members, and only in 22 per cent, wooden beds or other type of beds 
ate provided for all. Exclusive use of metallic utensils is limited to 0’5 per cent». 
of the houses. Generally both metallic and earthen-ware vessels are used 
for cooking (72 per cent.), and in 27 per cent, of the houses only earthen, 
pots are used for cooking purposes (see table XXXI). 


Table XXXI. 

Disirilmtion of Houses According to Furnishings and Cooking Utensils. 


PimbUngs. 

Cooking utensils. j 

Percentage.. 

1 

1 Xarthes. j 

Metallic,' 

Both.' 

> 

Total. 

Sleeping on ot wooden planV. • 


1 

117 

ISO 

23-6 

Sleeping on floor . . , , | 


.1 

112 

Ml 

36'-8 

Both 


1 
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■ 

41.7 

'< Total 


• * • 

i' * 

417 

678 

‘ 

Pereentage 

27-8 

0*5 

72-1 
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Rat harhourage. — The evidence of rat liarboiu’age may not he always easy 
to observe and may be missed by inexperienced investigators. Tn the present 
survey the instructions given in the key and also personally to the investigat- 
ing parties should have helped them to discover it. The results of observa- 
tions are contained in Table XXXII, from which it is seen that all but few 
houses harbour rats. Unlike other factors considemd above, rat harbourage 
is not directly related to the value of the building. jVs an antiplague measure, 
considerable success has been achieved in countries like Java, by improving 
housing conditions with a view to making them rat-jn’oof. In this community 
these rodents may constitute a source of SahvmeV.a infection. It would 
thus appear that planned improvement in hou.se construction i,s required, 
if this objective is to be achieved. ,• 

Table XXXII. ! . ! 

Distribution of Houses According to Rat Harbourage ank 0\>st of the Building. 
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jnfoT- 

mn- 
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P.O. 
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H 
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08-1 

la 

ua-8 


00-6 

3 


Abseat 

B 

0<6 

B 

IB 

1 

0<6 

B 

1-0 

4 

6-2 


0-5 

0 


Total 

01 



H 

icd 


106 


06 


H 

• 

,3 



p.o* 


ac-3 

3.7 


Table XXXIII shows that not even 6 per cent, of the kitchens fully satisfied 
our workers, and as many as one third of them were considered frankly bad^ 
Much, therefore, remains to be done to improve the condition of this vital 
part of the house. A progressive imporvement in the condition of the kitchen 
was, however, noted as the money value of the house increased. These 
observations relate to the genera) appearance of the kitchen. Further details 
may be of interest. 


Table XXXIII. 

Distribution of Homes According to Cost and General Condition of Kitchen. 



(Cost In rupees.) j 

No 


r 

condltioa 

of 

. kitebeu. 

1 

—30 

— 

100 

— 
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1 

—500 
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P.C. 
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P.C. 

V| 

r P.O. 
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P.C. 
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1 

0 
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B 
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5 
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14 
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0 

28 

4-0 
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21 
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30 
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00-8 

85 
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8 

3j>4 
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36 

02-6 

87 
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03 

‘*37-5*1 

' -'J 
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1 

14 

00.9 

0 
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0 
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1 

60 
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* j 
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* 
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03 
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3 
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were moderately clean in two-third of the houSies,' the* rest were dirty. 
Cleanliness of the kitchen was also related to the cost of construction of th® 
house as may be seen from Table XXXIV. • • 



































XXXIV. 

Glcanlinm of the Kitchen According to the Cost of Construction of the llousc^ 
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Protcclio}) from flies. -One of the most importmit ronsiderni ions in the 
fiftnitation of kitclicns is the arrangement inade for the ])rotcctiou of food 
from flics. Onl)' IV or per cent. hoii.ses satisfi" tlie requirements, Expa'^ure 
of food to tliia unclean insect is a]n)o.st universal and even otherwise edean 
Idtehens arc not exempt {vide Taide XXXV). Xone of tlie 13-i houses costing 
less than H.s. 100 to build have prolceted k-jtcdien.s. In the ronnining 43S 
houses the cost of construction of wliich ranged between Its. 100 and H.s.°l,000 
01 <111010 only^ 17 exclude flics from food. We beli(*ve that it i.s a matter of 
considerable iihjiortancc to organise anti-measures against alinicntaiT infec- 
jtions. While much emphasis is rightly ])lnccd on sati-sfactory disposal of 
jiuman 3hcco.s, specially in rcsjicet of their c.\po.sure to flic.s, enough attention 
has not been paid to the (picstion of protection of food from flic.s. 'J'hi-; mnv 
prove to be of (ypial value ns a measure ngaii).st tlie di.«r>n)jnalion of bowel 
diseases. As there arc hut few confectionaiy rdiops in the village.s kitchens 
constitute the main place of storage for coiikod food. 

■ Table. XXXV. 

Distribution of Houses According to ApproMte Cost mid Food Protection 
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A satisfactory outlet for smoke is distinctly a matter of convenience and 
•comfort for the Imuscwife. Nearly 45 per cent, of houses have satisfactory 
kitchens in this respect. Without burdening the report vrifeh numerical 
data, it may be stated that the possession of this convenience is also related 
to tlie cost of building. 

Another important factor in keeping the kitchen tidy and comfortable 
is the drainage of the floor. Less than 7 per cent, of the houses have satis- 
factory kitchens in this respect Here, again, relation between the cost of 
building and drainage of the floor may be observed. 

PriveUe facilities for bathing and washing : A pond or doba is almost 
as much a part of the house and almost equally desired as the sleeping room 
in a Bengal village house. The visitor cannot help noticing ho\v great a use 
the housewife makes of the pond adjacent to her house, however suspicions 
looking the water may be. It is used early in the morning for ablutions 
after defaecntion. and that explains the accumulation of faecal matter not 
far from the tank. The busy housewife uses a comer of the pond for washing 
herself and the clothes as well as for cleansing the utensils and for soaking 
rice and dal and for carrying water to the kitchen. It is not surprising that 
private facilities for bathing and wa.shing should be practically non-oxistent 
in tile village bouses. Only 2 per cent, of the houses have adequate private 
facilities for bathing and washing and 94 per cent, of them have no facilities 
at all {sec Table XXXn). It will take a Jot of persuation to induce people 
to have adequate private facilities for bathing and ivashin". 

Table XXXVI. 


Distribution of Houses According to Private Facilities for Bathing and Washii^. 
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. Water supply : The tubcwell as a source of drinking watior is rapidly 
catching the imagination of the people ( es iihoto 11) and there is a definite 
demand for more and i^re tubewells. Nearly 96 per cent, of the lionscholds 
use tubewcll water for 'drinking purposes. How'cvcr, quite an appreciable 
number (2-7 per cent.) still ;Ui<c unreserved tanks. .Surface veils, river w’-ntor 
•and ro.Bervcd tanks constitute bthcr sources of drinking Avatcr but households 
using these sources put together constitute only 1*6 per cent, of the total. 
With a little encouragement .and education all but negligible proportion of 
the population should become tubcwcll .minded. However, us has been 
observed -in a recent investigation, this measure in itself Avill not prevent or 
even .materially reduce the incidence- of boAA-el disease, so' long as the 
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■ c 'imnmiUvocoiicUtion. as at present. {See 

environmental sanitation remains m . 1 

Table XXXVII.) 


Disiribiilion of 


nmscIMs AceoM,!, !« 



oontage . ‘ 1 ' ** * 1 I I 1 * — \ ^ 

In this connection it may ho ‘ ^X'^vehfcir of infection for' hmecl 

of water than of anything else as the purposes, obtained from 

diseases, argne that the use of f'’" ^’urntter of fact; 

Lhtful sources is chieny tanks for domestic 

90 per cent, of the households 0.4 er cent, o^ 

purposes. Tubewell water }S 'ne <ml} hj^- ^ involved 

tanks bv 1*4 jier cent, and ^^^ er. } P fioniestic requirements, there is 

in bringing 'water from L Zutios^ 

a popular belief that the pond water has H It may be 

Thtemav be so because the ‘r danger which actually arises- 

worthwhile to investigate the ® whether doha water 

from the use of infected J^iod to constitute an important; 

maintains infections for suffic } causing bowel diseases, 
vehicle of transmission for organisms caiisi 8 . egut. of 

kbe u-cIls.-Table XXXVIII shows that a percent.. 

the houses are 200 or more )’”^ds of the houses are fortunate 

arebetween50and200yards ® themfore evident that apart. 

in having tube-wells within 10 yards It is thcrciore o ^ tubewell- 

from other considerations the housewife mus tiibewcll water 

Zy near the house before she coukl be mdueed to 

for her domestic use. It is satisfactory ® . , gjg^in good order at the 

obtained tlieir water supply from f jg^g complained that the. 

time of the survey and only O-o per cent, of the house, comp 

wells were not in working order. 

Table XXXVIII. rr u w 11 

0 / Bourn JoconKn, to fe Dislu,m Fr,.,. fe Tuie-^Vel^. 


rte^MUcy 

'reicentase 



187 

157 

S4-3 

27<0 


568 


The survey included a detailed investigation of the condition of 
wells and their surroundings. Vrom the analysis given m la e 
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it will appear that over 80 percent, of the tubewells have good aprons, in. 
nearly 11 per cent, the apron is not satisfactory and nearly 9 per cent, of them, 
have no aprons. The insiportancc of apron is enlianced by the fact that 58 • 
per cent, of the tubewells have inadequate leadaway drains and nearly 12 
per cent, have none. On the other hand, the 6 surface Avells are all open, two- 
of which have good casing and good parapet and the other 4 bad casing and 
bad parapetj Only one wbll has good leadaway drain, three have unsatis- 
factory drains and two have none. In three instances common bucket is 
used and in two water is drawn from individual buckets. In one instance, 
the well is liable to pollution from a latrine. 

T.VBLE XXXIX. 


Distribution of Houses According to the Condition of the Apron and of the Leada- 
way Drains of the Tvhe-wells Nearest to Them. 


I;cadnway drains. 

Good. 

Ajiron. 

Dad. 


Xo 

Inrormatlon. 

Total. 

Percentage.** 

Adequate - . 

357 

3 

0 

1 

IQ 

30-2 

Inadequate . 

271 

41 

11 

3 


53-0 

Ml ' . 

22 

■1 

27 

0 

00 

11-7 

Ifo information . . 

2 

Hd 

2 

23 

27 


Total 

432 

01 

40 

27 

080 


1 

PcrcentttBc*' . ! 

mm 

10-9 1 

8-7 





* rereenttigeB arc based on those for whloh information is avniinblo. 


Tanhs. — All but 11 of the 560 unreserved tanks for wliich information, 
is available are obviously liable to contamination. The amount of tvater- 
in the tanks is insufficient in 38 per cent, available in season only in 10 per cent,, 
sufficient in 30 per cent, and abundant in 22 per cent. As one would expect, 
nobody boils or otherwise treats drinking water, whatever be the source of’ 
supply. 

Latrines. — There is no latrine in 93 per cent, of the houses. The latrines- 
are mainly of bucket type, these being 31 out of a total of 38 ; one is a pit- 
latrine and 6 ai'e bored-hole latrines. Subsequent surveys would show 
how much success has been achieved in popularising the bored-hole latrine- 
which at present is believed to be the best solution of the problem in rural' 
Bengal. Small though the number of latrines is, the households in which/ 
they are provided do use them except in a few instances (see Table XL). 
However, a visit to some of these latrines gives little satisfaction because one.-. 
finds more excreta round about the latrines than in the latrines themselves. 
This is not suiprising because mo.st 'of them are used beyond their capacity. 
The drainage in their neighbourhood is unsatisfactory in as many as 31 of 
the -36 latrines for which information is available. In the case of the 7 bored- 
hole and pit latrines the question of removal and disposal of nightsoil does* 
not arise.-' Of the 31 bucket latrines, 26 have private arrangements for removal 
and disposal, the faeces being buried in 25 cases and scattered in the -fieldl 
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in one instance. Of the 5 latrines, which are served by public agency the 
faeces are buried in 3 cases ; they are indiscriminately thrown away in one 
case, and are scattered in the field in the other. On the whole, it may bo 
said that in the p^ivate-o^vned latrines the disposal is satisfactory but the 
same is not true of those served by public agency. On the other hand, condi- 
tions regarding liquid refuse, where it is separately dealt with, is unsatisfactory 
in 18 instances, and satisfactory in 2 cases. In the other 18 instances the 
question does not arise either because the liquid excreta finds its way into the 
bored-holes or the pit, or it is removed in the bucket along with the solid 
manure. 

Table XL. 

Latrines, Soil-poUution and Accessibility of Faecal Matter to Flies. 



Of the 31 bucket latrines for which this information is available most of 


them are used beyond their capacity. Thus 4 serve between 4 and 8 persons 
per seat and 7 others more than 8 persons. Naturally such latrines can 
hardly be popular. Of the 6 bored-hole latrines, 4 are used by less than 4 
persons each, one by more than 4 persons and 1 by more than 8 persons. 
Only 8 out of the 31 bucket latrines vrere found clean inside. It is latbei 
-disappointing that 5 bored-hole latrines were dirty. Unless the latrines are, 
or ^n be, kept clean they would never be popular and the old practice of 
easing in the fields will continue with justification. How the latrines could 
be kept clean and by whom is the problem. Could we look up to the training 
which the children may receive at school, if indeed they do receive it, for the 
proper use of latrines in future, or there could be some other method of training 
people ? Whatever may be the solution this problem should earnestly engage 
the attention of the administrator if real advance towards the sanitary control 
for human faeces has to be made. 


Cattle . — Over 37 per cent, of houses keep uo cattle, 43 per cent, have separate 
sheds for the animals, 19 per cent, accommodate cattle inside the house and 
1 per cent, keep them both inside and outside. About two-thirds of the places 
where cattle are kept are unsatisfactory as regards cleanliness. 

l^ultry keeping is not. at all popular. As few as 59 households keep 
the birds, and of these only 7 have controlled runs, in other cases the fowls, 
etc., _go about uncontrolled. Pig keeping is rare ; only 3 households keep 
theammals. They let them go about uncontrolled. ' 

M coJisidcration, the material of which they 
iniidpniiif ^ available near at hand, arrangements for fire-protection 
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CHAPTER Til. 

' Outline of Health Indices. 

Stx)uman and Falk (1936) havu devised an International System of ‘ Health 
Indices ’ ^vith a view to measure the health conditions in a community, to 
appraise the activities undertaken for the conservation of health of the popu- 
lation and to study the relationship of environmental factors on health. .Vs 
we have observed before, these indices arc not entirely suitable for rural con- 
dition in this country. However, we have attempted to follow as far as 
possible, the outline of indices set out by them. We hope these data will 
permit some international comparison. In some instances we have taken 
the liberty to introduce such new information ns may be appropriate to 
this country e.g. rates for diseases which are of importance here but of little 
significance in European countries. 

A. Indices of Vitality and Health. 

1. Population — 

(1) Last estimate of resident population : — 62,700. 

Date : — ^1943. 

Source : — Singur Health Unit records. 

(2) Growth of population — 

(а) Percentage of annual inter cnsal increase since 1900 : — ^Not available. 

(б) Natural increase of population since 1930 : — Not available. 

(c) School census and others special enumeration : — ^Total school popu- 
’ lation is 3,900 (data obtained from Smgur Health Centre). * 

' (3) Sex and age distribution of population at last census ; — ^Not available. 
Instead, the distribution of the same for the sampled population is given 
below. (All data given hereafter refer to this population unless otherwise 
stated.) 

Sample population : — ^7,202 (including absentees in 68 villages). 

This is made up as follows : — 

(а) Residents belonging to the area : — 6,984. 

(б) Non-residents belonging to the area; — 7i {vide for explanation key- 

to the General Individual Schedule). ' 

(c) Visitors : — ^144. 

Table XLT. 

Age and Sex Distribution of Total Sample Population. 


Ages. 

Kales. 

Females. 

Total. 

No. 

P.O. 

No. 

Bi 

PllljyHIII' 

p-a 

Under S . . • • 

G34 

14*4 ‘ 

■3 

16-7 

1,081 

16-0 

5 to 14 • > • * 

1,042 

28-1 


25;0 

1,012 

20<0 

IS to 24 h • • • 

OSO 

17-7 

008 

20-0 

1,352 

18-8 

25 to 44 • • • • 

987 


882 

26-8 

1,800. 

20*0' 

45 to 5S • • • • 

254 

0-8 

214 


408 

0-6 

CC A Over .... 

241 

6-5 

276 


618 

7-2 

Total 

3,714 

•• 

3,484 


7,108* 

•• 


* The ago dtstiibotlon of 4 lodiTlduals vras douhtfal, hence excoludcd. 
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Table XLII. 


.Age and Sex Distribution According to Sesidential Status of Sctnvple Population 

Excluding Visitors. 


accidentia] status. 

Kales. j 

remales. 

H 

—5 



Total. 

—1 

— 5 

—16 

Best. 

Total. 

‘Group I . 

. 


115 

35G 

048 

1,003 

3,322 

132 

356 

772 

1,806 

1 

3,066 

Group IT . 

. 


8 

34 

1 

73 

202 

310 

10 

28 

61 

178 

277 

Group III 

. 

. i 

0 


o 

3 

G 

1 

1 

7 

0 

IS 

-KJronp IV . 

■ 

- 

0 

1 1 

3 

20 

24 

1 

5 

8 

12 

26 


Total 

• 

123 

3*12 

1 

1.028 

2,128 

i 

1 

3.C71 

144 

300 

848 

2,005 

3,387 

'f ercentnge distribution 


3-3 

10 7 

B 

68 0 1 

100 0 j 

H 

11-5 

25-0 

50 2 

100-0 



mmm 

1 











XOTE.— The henlth indices do not include age and sex diitribation according to residential status. 


Of the residents 52 per cent, are males and 48 per cent, are females. The 
■disparity between the two sexes is difficult to explain, but it is in conformity 
with the Bengal experience of 1941 census. Tjemale infants outnumber 
the male which is probably due to higher mortality rate amongst the latter. 
Amongst the visitors, the females predominate, being twice the number of 
the males. This is because, the visitors include married daughters visiting 
'their parents’ together with their children. 


(4) Population by nativity and race : — All Indians. 

(5) "Women of child bearing age — 

(o) Women 16 to 44, in percentage of total population : — ^22. 

(6) Percentage of women, 15 to 44, who are married : — 99. 

(6) Size of family according to number of children : — 'Not available. 

TI. Natality — 


(1) Marriages per 1,000 population Xot available. 

(2) Natality and fertility — • 

(а) Live births per 1,000 population’ during the year 1943 42-6. 

(б) Live births per 1,000 women of ages 15 to 44 : — ^195. 

(c) Legitimate live births per 1,000 married women 15 to 44 : — 197. 

(d) Illegitimate' live births per IjOOO uni^arried women 15 to 44 : — ^None. 

(c) Gross Reproduction Rate : — ^2*94. ' 

(/) Net Reproduction Rate ; — ^1-13, , 


III. Stin-births, Infants and Maternal mortality— 

(1) Stm-birtta PK 1,000 total bWis ;_32. Neonatal mortality (under 1 

(1-12 montbs, 


I 

(2) Causes of still-births and infant mortaliK— ' 

(M CmisM of^inf total births. Prematurity: — 15, 

{}>) Causes of infant mortality per 1,000 live births. (See Tabic XLIII). 




























41 


Table XLIIT, 

Infant MortaUiy by Causes. 


— 

Under 1 month. 

1 — 12 months. 

Thtal. 

Xumhers. 

Bate. 

\ 


Bate. 

X’amhers. 

Bate. 

Anpliyxln KconMornm 


3 

10 

■■ 

0 

8 

10 

■CoDecnllfll dcbllltr A malfornintion 



3 

HI 

0 

HI 

3 

X^olein 


HI 

0 

HI 

3 

HI 

3 

‘niairhowi nnd dysentery . 



3 

5 

10 


20 

‘OtliCT fevers . . . , 



.3 

3 

10 

HI 

13 

Ualnria 



3 

2 


3 

10 

ICIsccIlancouB .... 



13 

Hi 


10 

33 

Prematurity .... 


0 

20 


HQ 

» 

is 

Tetanus 


3 

10 

HI 


3 

10 

Typhoid and paratyphoid 


0 

0 

2 

■ 

2 

4 

Total 

* 

23 

m 

10 

02 

42 

137 


(3) Sliscarriages, still-birtlis, and neonatal mortality among cases under 
.prenatal care — 

{a) Miscarriages per 1,000 cases under prenatal care : — There were no 
miscarriages among the 46 deliveries for which antenatal care was 
not considered adequate according to the definition adopted. 

(6) Still-births per 1,000 total births : — ^None in the above cases. 

(c) Neonatal deaths per 11,000 live births — 66*2. 

* I * I * , 

(4) Maternal mortality per lobo total hirths : — 

Eclampsia : — 3-1 . 

Unknown or ill defined : — 9'5. . , 

Total : — 12-6. 

» * , • ' * * 

(5) Mortality due to abortions per 1,000 total births : — ^None. " 

IV. Oen'eral morlality md caiise of death — . . 

I ' I 

' 1. Gerieral ■ death rate for 1,000 j)opulation (corrected fpr re, 

^idence)t:-r-23'7. 

» 

2. Standardised death rate (on the* basis of Bengal Population) — ^20*8. 

3. Specific death rates by sex and age ’ : 
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Tahle XLIV. 

Specific Death Rates by Sex and Age. 


Aged. 

MMC 8 , 

1 cniah'.. 

Total. 

No. 

or 

dciitlis. 

No. 

of 

people. 

Rate. 

No. 

of 

dcattLi. 

No. 

of 

Jlfoplc. 

Rnte. 

No. 

of 

dc.atb;. 

No. 

of 

people. 

Rate. 

1—i 


, 

21 

103 


11 

aoG 

2 S 

32 

79 J 

40 

i—U 


. 

4 

1,012 

4 

e 

870 

■Q 

10 

1,012 

6 

la — 24 


. 

S 

tioG 

12 

8 

C 96 

H 

10 

1.362 

IS 

26—44 


. 

17 

« 5>7 


ml 

SIS 

HI 

20 

l.SCU 

It 

46—64 


. 

0 

2 :ii 

36 

m 

214 


lU 

404 

21 

66 — 


* 

10 

211 

71 * 

12 

wm 

44 

31 

610 

to 


4. Principal causes of death per 100,000 inhabitants : 


Table XLV(o). 

Principal Causes of Death per 100,000 Inhabitants — MALE. 


Obeaaci/ago 

1-^ 

5— U 

16^-24 

2&— 54 

C64> 

Total. 

XalacU 

1,737 

90 

mM 

mM 

2,490 

506 

"Djtealerj t dtantioca . 

1,241 

96 



410 

404 

Cholera 

248 

0 

305 


410 

IBS- 

Other fsTeis 

49G 

90 

0 

HD 

0 

101. 

SBmmonia 

0 

0 

15S 


1,S4G 

m 

TyphoU and paratnitiofd 

490 

0 

0 

■a 

0 

108 


Tabu: XLV(&). 

Privdpal Causes of Death per 100,000 Inhabitants— FEMALE. 


Slaeasesfase. 

1—4 

5—1* 

15-2* 

S&-6t 


Total. 

MWatSa 

763 

mm 


270 

lit 

373 

niaithoea & nyeeateiy . 

758 



184 

304 

287 

Cholera 

768 

Hd 

144 

12 

0 

14* 

Other fevete • . . , , 

Ohttd birth . 

263 


0 

0 

304 

80 

— — L— 

0 

■B 

431 

92 

0 

115 




















































43 


V. Morbidity — 

1. Epidemic diseases* — 

(o) Cases per 100,000 population. — 

(а) Typhoid and paratyphoid fovcia 626 

( б ) Diphtheria 16 

(c) Scarlet fovor Nil. 

(d) Cataract 61 

(e) Chicken pox .......... 244 

(/) Cholera 336 

{g) Diarrhoea and dysentery 3,770 

(ft) Ear disease 76 

(t) Fevers, others 1,350 

{j) Influenza 680 

(k) Deprosy 92 

(l) Malaria 26,880 

(tn) Measles 4,167 

(n) Miscellaneous 2,641 

(o) Mumps 61 

(p) Pneumonia (influenza & pneumonia) 580 

( 7 ) Pueipernl fever 107 

(r) Bheumatio fever 183 

(s) Scabies 122 

(t) Shin and other diseases 244 

(«) Tuberculosis of the respiratory system 107 

(v) Venereal disease .......... 107 

(w) Heart disease . 76 

(z) Liver disease 76 

(y) Nephritis and other disoaso 92 

(z) Nervous disease 61 

(2) Smallpox 122 

' (2) Asthma 290 


* KOTS. — Except ebolora and smaUpox — cases an not noUBed but tbo information la based on data obtaln*- 
«d dnring tbo snrvey for 1043. 

(6) Case-rates per 10,000 population at each age group : — 

Table XLVI. 


Case Boies for Principal Diseases per 10,000 Popidation by Age Group. 


niBcascs, 

Under 1 

1—4 

6—14 

16 & above. 

Total. 

Bo. 

Bates, 

Bo. 

Bates, 

Bo. 

Bates. 

Bo. 

Bates. 



Valaila 

11 

418 

100 


650 

8,171 

030 

2,407 

1,600 

2,680 

Dlanboea and dysen- 
tery. 

10 

722 

61 

008 

41 

233 

180 

358 

247 

377 

Bnenmonla 

m 

38 

6 

08 


28 

28 

74 

SO 

00 

Influenza ... 

■ 

38 

2 

27 


02 

26 

00 


' 60 

Keasles 

17 

040 

100 

•-1,450 


720 

22 

68 

273 

417 

Cholera 

0 

0 

2 

27 

8 

46 

12 

82 

22 

34 


soarlot fever and acute poUomyoUtls monUoned in the list aro not diseases of loot! 


D 
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(c) Case-mortality rates per 100 oases ; — 

Table XLVII. 


Oasc-morialiiy Rates for Principal Diseases per 100 Gases by Age Group. 


nlicasca. 

Under 1 

1— » 

B— 14 

IS & above. 

Total. 

Ualnia .... 



■B 

C-0 

0-7 

l-S 

S-0 

Diarrhoea and dysentery . 




13-0 


0-2 

0-S 

Pneumonia 



0 

0 


20-0 

18-0 

InQuenza .... 



0 

0 


0 

0 

iUcasIes .... 



0 

0 


0 

0 

Cholera .... 



100-0 

00-7 

■■I 

30-0 

38-7 


2. Venereal diseases No information. 

3. Tuberculosis : — ^No notification arranged and register not kept. 

4. Occupational diseases : — ^Does not arise. 


6. General morbidity (from Health Insurance data) '.—See V 1 (o). 

6. 'Hesults of school medical esamination -Percentage of school children 
examined found alfectcd.* 


Organ or derect 

Percentage. 

■ 

Organ or defect. 

■ 

Percentage. 

Defective sight .... 

1-0 

« 

Heart disease .... 

0-3 

Defective hearing .... 

o-b' 

Polmonnry disease 

0-3 

Defective teeth .... 

3-3 

Undernourishment 

48-1 

Diseased tonsils .... 

37-0 

Pedleulosls 

80-7 

Dnleigcd glands .... 

20-6 

Posture and light during reading and 
writing. 

85-1 


•See taWo OLXXX, Chapter XI. for eorteapondlng date obtained by School Hoalto Service. 

*- ^ 


Vl. InvoUidity — 

Incidence'by sex and age ; ^ 

■<« fraoB. in MBdpt of S™lidifienMon:_Doea not arise. 

P) Brineij.1 oon^ rf in™W;Siom Insn^™ data) Rate per 10.000 

■ ™’^‘*«aoliat|e:-Hoinfomia«Dn. 

(8) Hiyiiicol defeti, ;_iiate pet l6,ooo. 
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« Table XLVni(a). 

Physical Defects by Age Group — Rate per 10,000 — MALE. 


— 

.Under 16 

15—24 

25—44 

45—55 

66-f ■ 

Portialljr deaf . 




26 

16 

101 

118 

207 

-Completely deaf 




0 

0 

V 

0 

0 

0 

Deaf mute 




19 

0 

0 

0 

0 

PartiaUy blind . 




10 

0 

61 

157 

200 

Completely blind 




0 

0 

0 

30 

n 

Loss of limb 




26 

30 

1)1 

70 

207 


Table •XLVII1(6). 

Physical Defects by Age Groups — Rale per 10,000 — FEMALE. 


— 

Under 16 

15—24 

19 

1 

n 

55 4" 

Partially deaf . 


• 

, 

14 

0 

0 

140 

25.', 

Completely deaf 


. 


0 

U 

0 

U 

30 

Deaf mute . 


. 


0 

0 

11 

0 

0 

Partially blind . 


• 


21 

0 

23 

n 

21S 

■Completely blind 


. 


0 

0 

11 

0 

145 

Loss of limb 


• 


21 

' O' 

11 

47 

145 


YII. Insanity and Mental Defects : — No information. 
VIII. Alcoholism and Drug Habii — 


' - Bates per 10,000 inhabitants. . ^ 

M&lc Female 

Alcoliol ........ . 3,300 . .0 

Opium 1,700 1,300 

TX. Accidents — 

(1) Beported under the Workmen’s Coff.pensation Law : — Does not arise. 

. (2) Automobile accidents : — ^N'ir.inforncation. ’ 

X. Suicides and Homicides — y ... 

Suicides— - 

(1) Deaths per 100, OOO inhab^anW^ — ^16. isTData obtained from chould- 

dars’ Beturn.) ■ ' y.; 

Homicides — ' 

(2) ’ Deaths per 100,000 inhabitants::-^WiZ. 

XI. Examinaiion of Physical Fitness — 

.(1) Bxaminatioh for military conscription ?: — ^Docs hot arise. 

.(2) Examination for insurance I — No informationr,- 
.(3) Other physical examinations Not done; ■ 


b2 
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B. Indices of Envixonment 

I, Clitnafe— 

(1) Temperature— 

(а) Mean annual ;—74‘9®E. 

(б) Higliest and lowest monthly mean ; — ^96*7®F, and 52*9 

(2) Rainfall— 

(а) Annual 64’2'' (For 1943). 

(б) Seasonal maximum n*?" (July). 

(3) Relative hamidiiy — 

(а) Mean annual :-^0 per cent. 

(4) Hours of sunshine : — ^No information. 

(б) Velocily of wind— 

(a) Mean annual No information. 

n. Topography and Density of Population-^ 

(1) Mean altitude above sea level 30 ft. 

(2) Distance from salt water : — 1 miles (&om tidal river). 

(3) Nature of soil and subsoil : — ^Alluvial (clayey and sandy). 

(4) Density of population pec square mile of population : — ^1,900. 

III. Social and Occupational Distribution of Population— 

(1) Percentage distribution of occupied population : — 

(a) Percentage of population over 16 of each sex engaged in gainful 
occupation (not women at own housework) Males 93*6, Females 
4-6. 

(i) Percentage of families having home-maker (wife), gainfully 
' employed ; — 7, 

(c) Percentage of children of 14 or 16 gainfully employed : — 38*9. 

(d) Percentage distribution of gainfully occupied persons for each sex ■ 

See (Talile XLIX) telow. 

Table yTjTY 


Percerdage Distribution of Sample Population According to Occupation and Sex. 


Occopatlon. 

Ualos. 

Females. 

So. 

P. 0. 

Bo. 

P,0. 

Iilbetalproftelon 

» 

E-3 

0 

0 

Landlord 

7 

0-4 

2 

8-3 

Shopkeeper 

130 

7-2 

4 

4>7 

Artisan 

34 

1« 

0 

0 

CidtlTator 

1,170 




ei-p 

0 

» 

Xmnsport labour 

S 

0-4 



0 

. 0 

Industrial 

103 





5-7 

IS 

17-4 

Others .... 

387 



20-4 

06 

76-0 

ratal 

1,000 


80 

• « 


IhB rest SIS cither at hotao or at School. 
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' IV. Cultural level — 

(1) Percentage of illiteracy over 10 years of age : — ^76*7. 

(2) School attendance per 100 children of each age : — 

7 to 13 years inolusivo 23'S 

14 to 16 years inolusivo 15'2 

IG and 17 years inclusive 7*8 

18 to 20 years inclusive 2*8 

(3) Newspaper circulation per 100 inhabitants : — No information. 

(4) Volumes in public libraries per 100 inhabitants: — ^No information. 

V. (1) Population distribution by income classes : — Not worked out. 

Instead, the distribution of the sub-sampled population by average annual 
-expenditure on consumption per capita is given below (Table L). 

Table L. 


Average Annual Expenditure Per Capita on Consumption Side. 


— 

—100 K^. 

—150 Jls, 

—200 Ba. 

—250 Ha, 


Bo.offamlllei! 

G5 

185 

153 

74 


reteenUgo 

10-7 

30-1 

2D-0 

14>G 

8>S 


(2) Distribution of homes by . ownership or rentals : — ^No information. 


VI. Illegitimacy and Prostitution — 

(1) Percentage of illegitimate births : — Nil. 

(2) Measures for abolition or control of prostitution x -Nil. 
yil. Housing — 

(1) Nature of available housing. 

Percentage distribution of houses by type 

One family house : — 80*6. 

Two family houses ; — ^11*7. 

Three or more family houses : — ^7*8. 

(2) Densily of inhabitants per room ; — No information. 
Instead, distribution of houses by floor area is given below : — 



No. 

P.O. 

— 3G aq. ft. per head 

. 30.1 

67-2 

36— sq. ft. per head ...... 

. 155 

■ 28*4 

42 — sq. ft. per hood ...... 

. 21 

3'0 

60 — sq. ft. per hoad 

. 17 

2-9 


(3) Over-crowded dwellings : — See VII (2). 

(4) Percentages of dwellings provided with separate water closet : — Nil, 
•(6) Percentage of dwellings provided with individual bathrooms : — 
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Instead percentage of dwellings with private facilities for washing and 
bathing 6’6, 

(6) Percentage of dwellings provided with central heating : — Nil. 

(7) Percentage of dark and semi-dark rooms (not counting bath' 

rooms) : — 

16-4. 

(8) Percentage of house partly or wholly below street level: — Nil. 

(9) Percentage of population living in : — 

(0) Hotels :--Nil, 

(6) Lodging houses : — Nil. ' - • 

(c) Institutions : — Nil. 

(10) Percentage of dwellings constructed since 1920 : — No informarioit 

(11) Population of city area which is not built up Does not arise. 
Vin. Nutrition— 

(1) Consumption per capita of certain articles of food' (per day) — 

(а) Cereal products : — 18 oz. 

(б) Meat, poultry, eggs and fish ; — ^1*44 oz. 

(c) Milk and imlk products : — ^1*44 oz. 

(d) Vegetables and fruits 7 oz.' 

(c) Sugar, fata and others :~0'96 oz. 

(2) Percentage of School children found under-nouridied : — 48"1. 

(3) Other available indices of und^ nourishment : — Por the whole sampled 
population 43*2 per cent, are under-nourished. 

Per capita consumption o^alcoholic beverages, tobacoo and narcotics 
Not available. 

C. Ihdioes of Administrative Activity. 

These data relate to the whole of the present Health Centre Area for 1943, 
only a part of which was included in the old Health Unit Admioistration 

I, Community expenditure on mhness and Public Bealth — 

(1) Expenditure, actual and per 1,000 inhabitants 
(o) On public health : — ^Rs. 26,000 (Singur and Balarambati). 

Rs. 28,000 (For all the 4 Union Boards). 

For 1,000 population. 

Rs. 926 for Singur and Balarambati. 

Re. 447 for all Union Boards. 

(6) On medicaKoarei-Hs. 8.% (Actual) -Rs. 141-11-0 for LOGO popu 
lation. « *t- ' ' ' > r r 

(c) Industrial hygiene '.—Jiril. y' 
d) Sewage and Refuse disposal :—Nil 

(e) Other items i—No information. 

(/) Capital expchdituTfl :~Nil. 



‘49 


n. Health p&^sonnd — 

(1) In oommunil^ service : — 

(a) Public health work ; — 

Physicians : — 1 M.O.H.+1 A.M.O.H. ((Lady doctor). 
Dentists : — Htl. 

Nurses : — 3 (Health Visitors). 

Inspectors, etc. : — ^2. 

Other personnel : — 1 Malaria Supervisor. 

Other professional : — i (Midwives). 

(b) In hospitals and similar institutions : — 

Physicians : — L 

Pharmacists : — 1 (Compounders). 

Nurses : — 2. 

Other professional : — 1 (Dressw). 

(2) Total of persons exercising health professions : — 


Physioians (qualified) . 

Dentists . . , 

Pfiarroacists (Compounders) 

Nurses (Health Visitor) . 

Midwives (trained) . 

Dais (trained) 

Other professional — 

Unqualified doctor . 

Untrained dais . 

(3) Qualifications of Health Officer : — ^M.B., I^P.H. 

III. Vital Statistios — 

(1) Correction for residence : — V 

(o) Are births, still-births and deaths of non-residents and particularly 
those occurring in hospitals and other institutions excluded from 
the statistics ? — Yes. 

(6) Are reports of all births, still-births and deaths of residents occurring 
elsewhere regularly received and included in the statistics ? — No. 


Numbers. Rato por 10,000 . 


• 

• • 

9 

1-6 

t 

• • 

Nif. 

00 

. * 

• ♦ 

8 

1*3 

• 

* • 

3 

0-6 

• 

• * 

4 

0-6 

• 

< 

• « 

% 

18 

2-9 


■ ^ • 

48 

7-0 

\ • 

■it 

17 

2-7 


(2) Verification of certificates : — 

(а) Is the registration of births, still-births and deaths compulsory and 

within what time-limit^? — Yes— Within 8 days next after a'birth 
-or death. ^ ^ 

(б) Is the issuing of a bi^al ■■permifr.4ependent upon registration ?— No, 

(c) Are the certificates systematically checked for completeness and 

reconciled 'before being filed ?-^Does not arise. 

(d) Are deaths under 1 year checkeit’against birth certificates ?— Does 

not arise. ' 

(e) Axe deaths from notifiable diseases checked {gainst ’case reports ? ^No. 
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(3) Yerification and tabulation of cause of death : — 

(0) Percentage of deaths medically certified:— Docs not arise. 

(b) Percentage of deaths in case of which an autopsy was made :—Nil, 

(c) Is the medical statement of cause of death confidential ?— No. 

(d) Is an enquiry made into all causes of death insufficiently specified 1— 

No (except in medicolegal cases). 

(e) Percentage of deaths appearing in the statistics as unknown or ill- 

defined : — 16*3 per cent, recorded as ‘ all other causes. ’ 

^*f) Percentage of deaths over 65 appearing in the Statistics as due to 
senility— Nil. 

(ff) Axe the deaths classified by cause according to the detailed Jlnter- 
national List of causes of Death— No. 

(b) Axe cause of death tabulated by age for each sex ?— Yes. 

(1) Are the cause of infant death tabulated separately for the first month 

of life ?— Yes. 

(4) Reports and Graphs : — 

(а) Axe annual reports over births, deaths, infant mortality and causes 

of death issued 1 — Yes. 

(б) Do these reports contain an analysis review ? — ^No. 

(c) Ate monthly or weekly reports issued ? — ^No. 

(<2) Are graphs prepared showing the current trend of more important 
indices ? — ^Yes. 

(5) Population records : — 

(а) T^at is the inter-censal interval ?— 10 years. 

(б) Is a population register kept ? — No. 

(c) What other complete or partial enumerations have been ■ made ! 
Pamilies with distribution of adults and children and sex., were 
enumerated. 

IV. Laboratory services — 

(1) Examinations of specimens of huuau origin : — 

(o) Bacteriological examinations : — 

Specimens examined— Nil (but introduced in 1944). 

Examinations per case notified— Does not arise. 

(6) Other examinations Blood and urine ;— 126. 

(2) Milk and cream analysis : — 

Specimens examined : — ^Two samples of millr 

(3) Examinations of other articles of food or driny ; 

Cow ghee 7, Buffalo ghee 4, mustard oil 36, Atta 8, Tea 3. 

(4) Water analysis : — 

, (a) Public water supply 26. 

(6) Other drinking water :— Nil, 

(c) Other water Nil. 
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(6) Tests of vaccines, sera and other therapeutical products : — Nil. 

(6) Total Laboratory activity : — 

Total examinations : — ^No. per 1,000 inhabitants : — 4'0. 

IT. Acuia Communicable Diseases — 

1. Notihcation. 

Cholera and smallpox only are notifiable diseases also Typhoid — (48 
cases reported). 

(2) Case investigation and recording : — Nil. 

(3) Hospitalisation. 

Percentage of notified cases investigated within 24 hours : — Nil. 

(4) Control of contacts. 

Contacts controlled (Bacterial exanainations, quarantine, etc.) for each 
case notified : — Nil. 

(6) Control of carriers : — Nil. 

(6) Diagnostic service : — Nil (but introduced in 1944.) 

(7) Visits to cases : — 

Number of visits by health department and visiting nurses association 
nurses or physicians to non-hospitalised cases of: — Nil. 


, (8) Immunisation. 

(o) Number of immunisations performed — 

Smallpox 2,237 

Cholera 2,8i2 

T^hoid t . ■ . ■ ' . 74i 


{b) Percentage of school children vaccinated against smallpox : — 99 
per cent. 

(c) Percentage of children immunised against diphtheria : — Nil. 

VI. VeTiereal diseases — 

(1) Case reporting : — Nil. 

■ (2) Treatment of cases : — 

Activity of public clinics : — ^No clinics specially for V. D. 

No. of clinics : — Nil. 

No. of inhabitants per clinic ; — Does not arise. 

No. of clinic sessions per clinic : — Does not arise. 

.(3) Control practices ; — 

(а) Percentage of cases reported to have discontinued treatment before 

cured ; — 

By clinics : — ^Does not arise. 

By practising physicians ; — ^No information. 

Percentage of such cases subsequently returned and treated Docs 
not arise. 

Cases inturned for treatment : — Nil. 

(б) Probable sources of infection examined : — ^Does not arise. 

(4) Early detection and trend of Syphilis Does not arise. 
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VII. Tuberculosis — 

I. Tuberculosis register : — No register is kept. 

2. Clinical service There is no special clinic but cases arc treated 
outdoor dispensaries. 

3. Field nursing service : — NiL 

4. Institutional care. 


(o) Facilities and treatments 



Kumbcc. 

Tuberculosis liospit. its . • . 

Tuberculosis vtamb in gcner.il hospitals 

Sanatoria . . . . • 

Institutions for surgIo.il tuberculosis 

Prevention 

Private Institutions 

. . . Nil. 

NB. 

NB. 

Nil. 

Nil. 

Nil. 


Other Institutions — 45 cases (treated in outdoor dispensaries). 


(6) Special measures for children : — Nil. 

(c) Fcrcoatagc of tuberculosis deaths occurring in institutions : — Does not 

arise. 

(d) Treatment by collapse therapy ; — Docs not arise. 

VIII. Other diseases — 






Other dlsc.i'cs. 


1 

Cancer. | 

Heart 

ill'case. 

l?nen- 

monla. 

Malaria. 

Diarrhoea 

S:J)yten- 

terf. 

1 Cholcnto 

Trphow 

1 dePan- 
typhoid. 

Diagnostic setvlco . . 

M|| 



.VO. 

no. 

MO. 

Mff. 

ITnnIng cate . . ■ 




Sil. 

MO. 

MO. 

MO. 

number of eases hosrt- 
tallscd. 

B 

B 

0 


18 

MO. 

9 


IX. General Public Health Nursing : —HU. 

X. Maternity Hygiene— 


1. Prenatal care : — 


(o) Number of prospective mothers receiving homo nursing supervision : — 
i;326. 

Kate ; — Per 100 total births : — 69-5, 

(h) Number of nursing visits to home ; — S.IW- (Prenatal visits by mid- 
wives, 5,624). 

(c) No. of prenatal consultations, visits or conferences per case registered 

with Health Unit : — ^2*6. 

(d) Percentage of prenatal cases in which Urine specimens were analysed. 

— 45. 

2. Measures concerning pregnant women working in factories 

(o) Is legislation covering this field in force ? Yes. 

(6) Period during which factory work is forbidden : 

Before probable date of delivery . , ^ ^ weeks. 

After debvery . , . 

•' ■ • • . . 4 weeks. 
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(c) Is pecuniary assistance legally assured during this period, how much 
and by whom ? — ^Yes. One days’ wages or 8 annas per day which- 
ever is greater — ^paid by the employer. 


8. Obstetrical service : — 

(a) Place of delivery and attendance 


— 

In Matarnlty 
Uoini' 

1 In Itomo a.vl'itod by 

Otiicrs j rhysteloD. 

Uldwiro. 

Total Urths 

2'S pet cent. 

not knonii 

30 >7 Per cent. 


* Of. StAtoment on pnRO 103 for«Amplo jKipulatlon. 


(6) Must all midwives be registered by Health department and whai 
training is required to obtain certificate ? — ^Registration is com- 
pulsory for those who seek employment under government but 
only obligatory for others. 

Period of training : — (i) For a trained nurse : — 12 months. 

(ii) For untrained 18 months. 

(c) Maternal mortality according to attendance : — 

Maternal deaths per 1,000 deliveries occurring in Maternity Hospitals- 
or Wards : — Nil. 

Private lying in clinics : — allocs not arise. 

Home, attended by — 

Obstotrioian . . . .'1 

Other Pliysicinn .... \ No information. 

Midwife j Total maternal dciiths = 10 (Itate: 

Bclativce or 13niij . . . .J 5 per 1,000 births). 

4. Post-partum care : — 

(o) Average days of stay after delivery in maternity hospital or wa,rd: 
Normal cases — 10 days. 


(6) Nursing service 

: — (by midmves). 


Case visited. 

Percentage of all birthu. 

Visits per case. 

685 

30-7 

C-2 


(c) Percentage of cases having had post-partum examination : — L 
XI. Infant and Pre-school Hygiene — 

1. Clinics and medical care ; 

(a) Infants (under I year). 


llcplt-lfrcd wIU. 

Kuraber 
or clliitct<. 

Xo. of 
Inrnnts. 

1‘. C. of 
IIvo 
WrfJis. 

No. or 
visits. 

Visits 
per Inrnnt. 

Kzamiuatlon 
by physician 
In r.O. of 
visits. 

Health Dept, cllnlcfi 

230 

' 100 

0-0 

003 

3-0 

No Inroiinatlon. 

Other pnhllc cecnclcs • 

]• nil. 






P'i-1 1'.imj fiimSH— — 

1 
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(b) Children £com 1 to 5 years of ago : — 


Itcgtstcml wIH). 

Ko.of 

cllnirs. 

No. of 
children. 

1*. C. of 
popitla- 
intlon. 

No. of 
■slslls. 

Visits 
pet child. 

Uxamlnattoa 
hr phrslclsa 

In P.C.ot 
S'lslts. 

Bcalth Dept, clinics 

£30 

180 

3-2 

709 

3S 

No Information. 

Otber pnbllc agencies 

Volontorr agencies 

j- Nit. 







2. Nursing service ; 

(a) Infants (under 1 year). 


Noises or 

Nomber of 
Infants 
tegistcred. 

In V. 0. 
of live 
births. 

Number of 
home 
visits. 

VlsIU 

per 

Infant. 

Health Dept 

1,310 

70-D 


2*8 

Otbet public agencies . 

Tolontaip agencies 

1 N«. 

i 

■ 



(6) Children from 1 to 5 years of age : — 


Nunes of 

Number of 
children 
registered. 

H| 

Nnmber of 
homo 
vblU, 

i 

Vlslta 

e£& 

Health department 


mniji 


t-S 

Other public agencies . . 

Toluntkiyagenelea 


H 

■ 



3, Provision of special milk for infants : — Nil. 


4. Supervision of illegitimate, boarded-out and neglected infants and 
■children i—Nil. 

5. Pre-school round-up : 

Percentage of children medically examined within six months previous 
to entering school or kindergarten : — NU. 

Xll. School Hygiene — 

1. NunAer of schools by category and number of pupUs per school in each 
-category of school : — 

(а) Public schools ; — 48. 

(б) Private and parochial schools Missionary school. 

2. Inspection and condition of school premises 

(o) Machinery for inspection -.-Inspector of schools. 

(6) Standards in force as to construction :-~-Nil. 

(c) Supervision of other regulations '.—NU. 

3. IroAion drtectire, weak ee kaekwoid children 
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4. Health osaminations : — 

(tf) Percentage of school-children examined : — 


— 

1, 4 & 7tb standard. 

By physicinn .... 

• 

« 


• 


81-7 

By nuiso (for vision or bearing) 

• 

• 


« 

* 

Nil. 

By dentist .... 

• 

« 


* 

* 

Nil. 


(6) Average time given to each child at medical examination : — 10 minutes. 

(r.) Is action taken systematically by school to foHovr up defects dis- 
covered until necessary attmitiou has been given ? — ^No. 

(d) Scope of examinattons and cotrections of defects (see under A, Y, 6) 

meagre. 

(e) Arc health examinations compulsory also in private, parochial and 

high schools ? — No. 

6. Observation and care of ohildren: — 

(o) Is health of children observed in school by nurse and teacher ?— No, 
(observation by teachers introduced in 1944). 

(6) Is free medical attention assured by children ? — No. 

By school health insurance No. 

By public clinics ; — No. 

Otherwise : — No. 

(c) Number of school nurses per 10,000 school-children : — Nil. 

Number of visits to homes by school nurses per 10,000 school children ; — 

Nil. 

Percentage of home visited i-^NU. 

6. Recreation and physical training : — 

(а) Percentage of schools having a gymnasium : (poorly equipped). 
Public schools : — 6. 

Private and parochial schools i—NU. 

(б) Number of hours of physical exercise per week in school curriculum 

— ^1 hour. ,j 

(c) Is a iair proportion of these hours devoted to outdoor sports ? — No 

(but facilities for outdoor sports are usually provided). . 

(d) Arc ample facilities available for shower baths ?— rNo. 

(e) Playground area per 1,00 children— 1,000 sq. yds. 

7. School Idtchens and meals at school : — 

(o) Do children in public schools receive free meals : 

All children "1 ' 

Those who wish it 

■ Those who are judged to bo in need of it 
Milk only 
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(5) Do tlie girls Icaro. cooking under competent instructions \ No. 
Does the school-kitchen instruction include simple elcmont-s of theory 

of nutrition ? — Does not arise. 

■ In what grades is school kitchen instruction g^veu ?— Does not arise. 

8. Provision for summer holidays ; — 

(a) Is provision made for summer camps out of town ?— No. 

(6) Are sanitary conditions of camps inspected ? — ^Docs not arise. 

(c) Other pro\'isions for boarding oliildrcn out of town : — Nil. 

(d) Percentage of public school children sent out of town in summer -Ntl, 

XIII. Physical edveation outside schools {not hxcluding Military, Pre-military 
or Para-military training or Units belonging to Political Organisation ), — 

1. Physical education supe^^^scd by : — 

No. of active membarj. 


Fnblic institutions -Vil. 

Scout movement . -VS. 

Other TohmtaTy necnoics -Vil. 


2. Gymnasiums and swimming-pools (not school) : — 

G^-mnnsiums. Swimming poob. 

Public ...... Nil, Nil. 

Voluntary agencies .... NH, Nil. 

CbmmcFcial Nil. Nil. 

3. Playgrounds (area per 1,000 children) : — 

Public : — Nil. 

A’^oluntary agencies : — 3 playgrounds, one each at Singur, Bora & Bala- 
rambati. 

XIV. General Sanitation . — 

1. "Water supply — 

(a) Source of village water supply : — ^tubewell (298 public tube wells). 
(l>) Treatment of water : — Nil. 

(c) Number of other supplies : — 56 surface wells but only 10 are used for 

drinldng. . 

(d) Percentage of dwellings connected with municipal water supply 
■’ Does not arise. 

(c) Abolition of cross-connections : — Does not arise. 

(/) Consumption of water per capita Not estimated. 

{g) Frequency of bacterial analysis : — 

Deep-well supplies ; ') 

Surface supplies : J 

(ft)Per^tage of samples, meeting standard requirements :-Doesmot 


\ 
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2. Sewage and refuse disposal — 

(a) Treatment and disposal of sewage ; — ^No arrangement by the health 
authorities. 

(&) Treatment and disposal of other refuse : — — Do. — 

(c) Eventual nuisances arising from sewage and refuse disposal ; — Increased 

fly breeding. 

(d) Percentage of dwellings connected with street sewers; — Does not 

arise. 

(c) Percentage of dwellings in which individual W. C. is installed, nil 
but 6-6 per cent of houses are provided with latrines. 

(/) Percentage of privies in other dwellings which meet sanitary require- 
ments : — Nil. 

3. Swimming-pools and public baths : — Nil. 

4. Other general sanitation. 


Inspections oonoenung 

Inspections. 

Notices 
served or 



action 

taken. 

'Pollution of streams . 

Nil. 

4 eliminated. 

Mosquito breeding places . 

*615 ■ 


Camp sites .... 

. ■ . ’ Nil. 


Smbko nuisanco . ' . 

Nil. 


Noise ..... 

Nil. 


Other unsanitary conditions 

Nil. 



Xy.' Food, and Milk Inspection . — 

1. Meat inspection : — 

(а) Is all slaughtering limited to regularly inspected slaughter houses No, 

(б) Is all meat regularly inspected and by whom? — ^No. 

(c) Is all sale meat and meat products limited to regularly inspected 

shops 1 — Yes (not regularly). 

(d) Are regulations concerning the protection of the meat and meat 

products in the shops enforced 1 — Yes (not regularly). 

(c) Are cold-storage rooms inspected ? — ^Does not arisel 

2. Milk control {jsee C, IV, 2). 

{a) Control of sources of miUc supply ; — • ■ 


♦ 

Collecting 

Formers 


statioiis. > 

shipping 

4 

Number of separate establishments 

Nil. 

separately. 

Nil. 

Amount of raw milk to consumer 

Amount of pasteurised milk 

Nil. 

No informa- 
tion. 

Percentage of milk bottled .... 
Number of samples taken for tost 

Percentage of samples up to stand ‘•"i . 

Nit. ■ 

2 
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XIX. Care of the insane and Feeble-minded.— "No provisiou. 

XX. Hospital Facilities . — 



Ko. or InsUtutloni.. 

No. 

. of bode. 


Totol beds 
per 
10,000 
population. 

Dayv ol treal- 
ment per enm- 
pletcd 
ease. 

Catvgor} . 

I’llh, 

I Voliin. 

I'rlv, 

Pub. 

Volun. 

I'rlv. 

Ifloinfpd liosiiitnl 
or ^\ 4 ^cls, 

Xil 

Alt. 

X,l 

A'l/. 

i 

*Vi7. 


Xil. 

no('< not arise. 

Gcucul IlOspituIS . 

1 


A'lf. 

18 



4 

Not available. 

Chlldi oil’s hospitnis 

1 2{il 

All. 

Ai/. 

A'l/. 

Xil. 

Bsnii 

XU. 

Does not arhe. 

Uatern\ty hospita'.s 

1 

A'll. 

A'if. 

4 

Xil. 

.Y«. 

1 

indn)-s. 

Other slnllnr ins- 
tltutinns. 

5 outdoor dlspcninrlcs. 

A'i». 

Xil. 

,Vi/. 

XU. 

Docs not 


XXL Health Insurance. — ^Nil. 

XXII. Free Medical Assistance, — ^Yes. 


Number of persons having received gratuitous medical assistance in 
the form of •, — 


(o) From public services : — 


On account of. 

Clinic* & 
medicine. 

other 

medical 

Dentist. 

Nuraliig. 

Inslltu- 

tlimal 

rare. 

Medicine. 

Other 

•Vvl-tauc*. 

Ilpldemlc disease 








’Venereal disease . 


.. 






Tiibereulosls 








Other diseases . 

ITflOO pet year. 





. .3i 

Aecldents . 








Iielivery . 


•• 

•• 

•• 
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•• 

132i (Iku" 
visits). 


(6) Erom voluntary agencies : — Nil. 
XXin. Invalid/iiy care : — ^Nil. 

XXIY. Care of the Aged : — ^Nil. 


r 




























CHAPTER IV. 

AlNTHEOPOMBTRY. 

Age, ses and weight. 

The average weight of male and female infants is practically the same, being 
a little over 13 pounds (vide Table LIV and chart 4). Later the age- 
weight curves of the two sexes run more or less parallel — the female child 
being a pound or so lighter than the male child upto the age of 8 years. 
Between 8 and 9 years the female curve crosses over the male curve and 
between 10 and 11 years there is a difference of 6 pounds between the two 
sexes. Next year the male curve recrosses the female curve and between 12 
and 13 years the girls are about 6 pounds lighter. However, between 13 and 
14 years the average weight of the female child increases rapidly and she 
out-weighs the male child by about 6 pounds during this period. She keeps 
up the superiority upto 16th year, but in the 17th year the male child catches 
her up and weighs about two and a half pounds more than her between 17th 
and 18th year. The girl ceases to grow between 19 and 20 years, but the boy 
continues to add to his weight for another couple of years. Thenceforth the 
average difference between men and women is about 15 pounds. Women 
decline in weight after 45 years, but no such change takes place in men. The 
difference in weight noticed at the age period 9 and 11 years between girls 
and boys may be partially due to an error in the estimate of age of the boys, 
because the height curves shows a drop between 9 and 10 years, which is 
unlikely. On the other hand, it may be in part physiological as it has been 
observed in other coimtries at the age of 12. The physiological changes occur 
a year or more earlier in Bengal as compared with western countries. Com- 
pared to American records (Davison, 1940) Singur data show an initial dis- 
advantage of about 4 pounds between 0 to 1 year. Or to put it differently 
by the end of first year of life the American baby has already stolen a march 
equivalent to one year over his brother or sister in Singur. This divergence 
steadily increases tiU between 16 and 17 years, the Singur child shows a lag 
of about three and a half years. We may now compare our experience with 
other Indian data. The records of boys and girls of 10 to 16 years living in 
certain residential institutions in South India (Aykroyd and Krishnan, 1937) 
show that while in the age period 10 to 12 the boys weigh more than the girls ; 
at the thirteenth year the girls outweigh the boys by nearly three pounds. 
In the 14th year the boys weigh more but in the next year the girls again 
outweigh the boys. From the 16th year onwards the boys maintain higher 
weights. As with Singur data, the curves for males and females cross each 
other twice. However, the points at which they do so in Singur are the 9th 
year, 12th year, 14th year and the 16th year instead of 13th, 14th, 15th and 
16th years as in South India. ' 


Giowfili. 

According to Singur experience the comparison between the curves of 
increment in weight with age of the two sexes brings out certain points (vide 
Table LIV). The maximum growth for the male child is in the age period 
11 to 13 years and again between 15 and 17 years. For the female child the 
two periods of maximum growth are between 8 and 10 years and again between 
,13 and 16 years. After the age of 18 years there is but little change in the 
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average xvoiglit of women Imt in tlic ca-=c of men ilie average weight continucf 
tio incroa e steadily upto the age of 22 years. 

Tahle LIV. 

/hxii’ijr Wciff/if Accordinu lo Aijc invl t'^e.r. for Yarioii'i PopuhlioTi-^. 














Tablk IjIV — contd. 

‘Lverage Weight According to Age and Sex for Various Populations — contd. 




Age. 

Slngnr. 

Bcsldcntlni 
Institutions 
in South India. 

Families of 
industrial rooly 

workers in Assam. 

■Weil to do 
families from 
Calcutta. 

Korinnl 
cliildren 
of Anicric.'i. 

—1 

18-8 


•• 


10-0 

—2 

lfl-& 



-• 

23-0 

—8 

19-4 

-- 



28-5 

—4 

3S-1 

•• 

•• 

-- 

33-.'i 

—5 

26'& 

« . 

• 4 

• • 

35-0* 

—6 

292 




39-S 

-7 

Sl-G 

.. 

33-4 

43-2 

43-8 

—8 

352 

•• 

30-0 

60-0 

48-0 

—9 

300 

•• 

44-3 

54-0 

62-0 

—10 

45-8 

- 

45-7 

08-9 

67-3 

—11 

40'4 

58-08 


74-3 

Cl-l 

—12 

61-2 

B7'85 

00-0 

70-0 

70-4 

—18 

esc 

04-88 

00-2 

01-0 

81-8 

—14 

er-e 

73-07 


06-2 

82-5 

—16 

71-8 

80-40 



94-6 

—10 

812 

87-96 


94-8 


—17 

88-7 

88-11 


110-7, 


—18 

86-1 

89-50 


■ • 

•• 

—10 

840 

•• 


• • 


—20 

.S8-8 





—21 

84-8 



• • 


—22 

84-0 





—28 

80-7 




• 

—24 

85-0 

•• 



• 

—26 

84-3 



■ • 

• 

—26 

84>8 

-- 


• • 


—27 

83-5 

•• 


• « 


—28 

84-0 

•• 


• • 


—29 

84-1 

• 


• • 

-- 

—30 

85-3 

-- 




—31 

85-1 


•• ■ 


« 

"^2 

84-4 

-■ 



( 


*FlenreB below thisintiTk column correspond to nges at tUe beginning of tbo appropriate class IntoirCl Indi- 
cated in eolnmn 1 . <br instance, 3S‘0 lbs. Is the average weight of girls of 4-ycars of age. 
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Height. 

Tn Singur experience the main age-height curves for males and females 
show lesser differences and fluctuations than the average age-weight curves, 
{See Chart 5). The ago height curves for both sexes start from 
about the same figure viz. 23*8 inches for children under 1 year of age. The 
male child has a higher initial rate of increase hut at the fourth year the 
two curves coincide. For the next two yeans he i.s again taller than the 
female child but at the sixth year she comes abreast. Afterwards boys main- 
tain their superiority throughout except at the 1 1th year when the girls are 
slightly taller. 

The American infant starts with an advantage of nearly two and a half 
inches over the Singur infant. By the time he reaches his 4th year he is taller 
than the Singur child of the same age by about 5 inches. It is noteworthy 
that at the age period 12 to 14 years the American girl is taller than the boys, 
whereas in the present data, opposite is the case. Comparing the ages of 
children having same height from the American and Singur data, it is found 
that at the start the Singur child suffers a lag of half a year, the difference 
increases to about two and a half years by the time they reach their 12th 
year. 


Hate of incresme of height. 


From Singur data it would appear that the maximum increase in height 
both for the male and the female child is in the second year. Thereafter, the 
male increases steadily till the 16th year. At the fifteenth year his growth is 
anested for one year but ftom the 16th year it again continues till the age of 
20. The rate of increase in stature of the female shows considerable fluctua- 
tions. During the fourth year, sixth year and the 14 th year the increase in 
eight 18 very slow. Taking 18 inches ns the initiol value the body length in 
both sexes nearly doubles by the fifth year and trebles by the 14th year. 


However as may be seen from Table LV. The point which needs Bpeciaf 
mention 18 that both as regards height and weight the Singur children are 
mfenor to not only the American children but also to Indian children (Chatterji, 
^33) on whom studies have been made. This is true even when comparison 
selected from poor families in Bengal (Wilson, Ahmad 
(Wilson and Mitra, 1938). One wonders 
of height and weight is 

a normal feature or it is a temnorarv nhase rlni* tn t\,n r,. j • • j • -v.'nV 
-the observations were made. In the th “I M 

factors require deeper studies In tKJt ’ *he racial and emoronmental 

interpretii results later sur'veys ^ 


te open to aome doubt in tbe oas 
fro® the “d oneqnivooal. The to 



66 


Table LV, 


Average Height {in inches) According to Age and Sex for Various Populations. 




Fxuau. 

Age. 

Singur. 

Ilcsldon- 
tlal Insti- 
tutions in 
South 
India, 

Families 
of Indus- 
trial 
cooly 
workers In 
Assam. 

TTell to 
do families 
from 
Calcutta. 

Beugft- 

Ico 

stu- 

dents. 

Poor 

class 

Benga- 

lee 

Hindus. 

Normal 

Ameri- 

can. 

1 

Iteslden- 

tlal 

Institu- 
tions In 
South 
India. 

Normal 

Ohn- 

dren 

of 

Ameri- 

ca. 

—1 

23-4 

, , 

, 1 

. , 


* , 

20-6 

23-6 

. a 

25-9 

—2 

28-3 

.. 




4. 

31-6 

27-6 

4 4 

31-0 

—3 

30-7 


• < 

.. 


.4 

35-2 

20-5 

.4 

34-0 

—4 

32-8 


« 

.. 


• • 

SS-6 

32-0 

4 • 

38-5 

—5 

36-2 


« 

.. 


* • 

39-0* 

34-4 

• * 

se-o* 


37-7 


• 

.. 

• 


41-7 

37-0 

.4 

41-4 

—7 

40-0 


• • 

• • 

* 


44-1 

30-7 

4 4 

43-6 


42-0 

• • 

42-8 

48-1 

47-0 

45-43 

46-2 

42-2 

4 4 

45-0 

—9 

47-9 

• ■ 

40-7 

48-6 

48-6 

47-65 

48-2 

44-5 

4 4 

48-0 

—10 

42-8 

• • 

48-5 

61-3 

50-3 

48-65 

60-1 

40-8 

• 4 

40-0 

Ba 

48-0 

51-17 

40-4 

62-4 

52-6 

50-63 

52*2 

48-4 

50-2 

51-7 


S0>6 

62-6 

60-5 

63-8 

64-8 

53-16 

54-0 

40-9 

52-00 

68-7 

—18 

Si-l 

63-45 

63-4 

50-5 

50-0 

65-76 

56-7 

51-2 

53-41 

50-0 

—14 


60-43 

• • 


58-0 


57-0 

54-0 

56-82 

57-5 

—16 

66’8 

58-43 

«• 


01-3 


50-6 

55-0 

57-28 

00-2 

—10 

57-0 

50-40 

.. 

.. 

64-0 

4. 

44 

60-4 

58-16 

.4 

—17 

90-2 

01-82 



65-0 

• » 

4. 

50-2 

58-40 

4 • 

—18 

«0-0 

03-36 

.. 

4. 

60-1 

• 4 

.• 

50-6 

58-57 

.• 

—19 

02-2 

.4 


4 4 

00-4 

4 • 

44 



.4 

—20 

$1*8 

«• 

• 

•• 

66-4 

.. 

.4 

58-0 

44 

4 

—21 

62-4 

.. 



66-3 

4. 

. - 

58-4 

.4 

• 

—22 

02-0 

• • 

• • 

-- 

66-7 

.4 

4- 

66-8 

.4 

4. 

—23 

02-6 

• 


-- 

08-2 

-• 

4* 

57-2 

44 

.4 

—24 

03-0 

-• 


•• 

80-1 

•• 

4. 

55-1 

4. 

4. 

—26 

02-3 

-- 


•• 

00-4 


•4 

50-0 

•4 

44 

—20 

Cl-0 


• • 

•• 

•• 

•• 

.4 

50-C 

4. 

.4 

—27 

02-9 


-- 


•• 

-• 

•4 

60-8 

•4 


—28 

63-2 

.. 

-• 

•• 

-■ 


•4 

67-1 

.4 

44 

—20 

62-8 


• • 


•• 


.4 


*4 

• 4 

—30 

«3-6 

-- 

•• 


•• 

•• 

44 

67-1 

.4 

• 4 

—31 

03-0 

-- 

‘ 

-- 

-• 


-- 

67-0 

•k 

-• 

a 4 


* neores below the maik tn tills column coRospond to ages at tlio beginning of the appropriate elass interval 
Indloatcd la eolunm 1. Eoi Instance, S0*0 Inolies Is tbe average height ol boys or gltls, 4 years old In the class 
Interval of 4 to 6 years of colnznn 1, 














CHAPTER V. 

SpOIO-BCOKOMIO OONDmOKS. 


The Bmallest political unit in Bengal is the Union Board which was created 
in 1919 and reorganised in 1938 under the Village Self-Government Act. The 
Union Board is a local body consisting of 6 to 9 memliers of Avhich two thirds 
are elected and one third are nominated. The President is elected by the 
members. Among others it discharge.^ the following functions : 


Control of sanitation and conservancy, prevention of public health nuisance, 
sanitary arrangements of melas, birth and death registration, execution of all 
works necessary for the preservation of the conservancy or drainage of the 
Union, reporting of epidemics amongst men and cattle, control of erection of 
buildings, provision and maintenance of public water supply, establishment of 
dispensaries and prohibition of dangerous trades. The President of the 
Union has been given special responsibility in tbe matter of control and dis- 
tribution of food and certain consumers goods during tbe period of emergency. 


It raises funds by direct taxation on households and is also provided by 
certain funds by the District Board for specific purposes. In Table V are 
set out the details regarding area, population and public funds at the disposal 
of each of the 4 Uni< ns constituting the Singur Health Centre. 

The proceedings, records and properties of the Union Board arc under the 
supervision of the Divisional Commissioner and may be inspected and supervised 
by District Magistrate. Sub-divisional Magistrate, Circle Officer, Chairman 
of District Board and Local Board or any other person authorised by them 
or by the Provincial Government. 


The organisation set up by the Singur Health Centre seeks to utilise the 
voluntary services of the permanent residents at diflferent stages of adminis- 
tration. Thus there is a Unit Public Health Advisory Committee for two 
Union Boards, a Union Board Public Health Advisory Committee for each 
Union Board and a Village Sanitation and Welfare Committee for each village 
or part of a village. It is intended to allocate certain specific technical duties 
to each member of the village Sanitation and Welfare Committee for which 
he has received a special training. The five main functions of this Conunittee 
are : (i) sanitation, (ii) vital statistics, (iii) maternity and child welfare, 
(iv) epidemic intelligence, and (v) organisation and control of epidemics and 
anti-malaria work. These committees are in the course of organisation. It 
is intended that the functions of the co-technical members will he mainly 
supervisory and provide technical guidance for the work carried out by the 
volunteers who have also been trained for the purpose. Running comments 
on some of the public health activities according to the present organisation 
are given below : 


According to the previous practice it was the duty of the Chowkidars to 
report ^ths and deaths in their respective villages to the President of the 
Union Board every fortnight, recorded the events in the prescribe form 
177 m. assessment of the value of the routine statistics 

scheme for improvement provides a check over these 
records by malang one of the members of the ViUage Sanitation and Welfare 
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. Commitres responsible for reporting the events in the same forms, with certain 
additional columns to the Sanitary Imspeator. A copy is kept with him 
which may be inspected by the R.SLO.H. during Ms visit to the village. The 
member-in-charge of sanitation looks after the water supply and the scheme 
for the disposal of fascal matter. For the latter purpose bored-hole latrines 
are to be provided. It is the duty of the co-technical members to push the 
installation of the latrines in their respective villages and to report to R.JI.O.II. 
when a tube well goes out of order. Later, it is contemplated to train local 
volunteers to carry out minor repairs to the wells. Similarly, other co-technical 
members are charged with special responsibilities regarding the execution of 
the scheme in their respective spheres. In certain villages the members for 
epidemic control have organised voluntary anti-malaria campaign. The 
Rural Medical Officers organise and supervise the work of these Committees. 
Other personnel and their functions in the Reorganisation Scheme are dia- 
gramatically represented in Appendix I to which reference may be made. 

In addition to the medical and sanitary provisions contained in the above 
scheme tlic oflicial and non-official institutions and practitioners concerned 
with medical relief are set out in Table LVT. 

Table LVl. 


The Existing Institutions and Practitioners (194.4) Concerned in Medical Belief. 


Union 

Board. 

j Hospital 

Public 

dispen- 

sary. 

Bospilal 
d' dis- 
pensary 
doctors. 

I Prlvalp n e IImI • rnctinners 

1 

Dais 

1 

Perma- 

nent. 

j 

Etncr- 

geaoy.* 

1 RckIs- I 

tered. 

Ayur- 

wdlc. 

Quark. 

Itomeo- 

pnth. 

TralncU.i 

! 

. 1 

Un- 

trained. 

Singur 

■ 

■1 

0 

m 

■1 

1 

■1 

C 

1 

0 i 

4 

Bnlarambatl 



1 

■1 


0 


O 

10 

's 

Bora 

B 

B 

■1 

1 


0 

■1 

2 

1 n 1 

3 

lioffumpnr » | 

1 

B 

B 


m 

■ 

■1 

H 

0 

0 

7 

Total 

■ 

■ 

3 

■ 

0 1 

1 1 

31 

10 

1 

17 


* yoTE.— The emergoner hoepltal pot up in 1044 provides indoor acroramodatlon for SO pittients. 


There is only one permanent hospital at Singur under the management of 
the District Board of Hooghly built through the munificent donation of late 
Mr, Surendra Nath Mallilt, ‘ C.I.E. of Singur. This hospital provides accom- 
modation for fourteen indoor patients — ^ten for men and four for women and 
2 beds for infectious diseases in a small detached building. It has also an 
outdoor section for receiving patients every morning. There are three outdoor 
■dispensaiies maintained by Local Bodies, ‘one each at Bora, Begumpur and 
•Jagatnagar (Balarambati Union) in charge of a registered doctor. They are 
all charitable Institutions. There are only 18 trained Dais (mostly recently 
trained) as against an estimated requirement of 70 trained Dais. ^ 

Table LVI shoivs that the proportion of practitioners of scientific medicine 
is one per five thousand population and that for every such practitioner there 
.are more than four quacks, from which it would appear that there is considerable 
public demand for medical relief which remains unsatisfied at present. In 
1943, against a total budget of Rs. 8,883 for the public hospitals and dispensaries 
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the amount spent on private medical advice and treatment is estimated at 
Bs. 1,57,500 per annum. This is not surprising when one considers the high 
rate of morbidity prevailing in this area which amounts to 12 per cent of the 
population at any time. During that period the liospitnls and dispensaries 
on an average took care daily of only 0-012 per cent and 0*32 per cent of the 
population in indoor and o\itdoor sections respectively. Thus, in order to 
provide the most rudimentary state mcdicol assistance it is necessary that the- 
present outdoor dispensary facilities should be multiplied 36 folds. At 
present there arc 4 dispensaries and according to the above suggestion 144 
dispensaries would be required. However, it may be argued that the present 
centres of medical relief are not working to their full capacity because only 
200 outdoor patients are attending and the average daily attendance per 
dispensary works out to 50. This does not take into consideration the regular 
seasonal concentration of cases not the periods of epidemic prevalence. 
However, this poor attendance raises the question why the dispensaries are 
not popular and why they should not each attract say 100 persons every day. 
Even if they did so an area of 32 square miles will require 72 dispensaries of 
the type now provided there. This is hardly practicable. 

Table LVII. 

Average Daily Attendance of Patients in the Public Charitable Hospitais onf- 
Dispensaries in the Four Union Boards. 


no8piCAl« or dlipcnoarlei. 

Indoor. 

Onl.d(ier. 

aiqgur B. IL Charltotile Ho<iplti1 


eol 

Born FnMinnanuiyeo ChoriUMc Dhperawiry 


US 

Balarambntl V. B. BltpeBSAry &i JaRatnnp«r 

1 • 

(S-t 

BtofnimpurU. B. CliartUble Dispensary 

•• 

«•(> 

Totai 

7*5 

2010 


Ml uuc iicupju wiereiore sees private anvice il tney can ailord or 
choose to do so, and since more than 78 per cent of the private practitioners 
are unqualified men, greater part of the money spent on private medical 
xehef must necessarily be wasted. This money could be utilised to the best 
advantage only if sufficient number of practitioners of scientific medicine 
could be attracted to the rural areas and the public could be educated to 
appreciate this system of treatment or in the alternative the public funds 
could organise and make easily available to everyone who needs, the services of 
amed medical men and women as well as the medicines. It is a question 
w e ner a progressive health pohey must accept the present position of sickness 
and meet It or some alternative scheme of welfare work and preventive 
medicine should be emphasised to reduce morbidity to manageable proportion. 

Cultural and educational facilities, 
and S Lowefprimarf ^ f f 

near Singur. According tort?'- a Night school for adults 





Table LVITI. 


Distribution of Various Types of Schools in tiie Four Unions. 


ITnlon Board. 

H. E. 
School. 

M. B. 

SCHOOL. 

TJiTEn 

Prihahy. 

Lower 

Primary. j 

Total. 

Boys. 

s 

5 

s 

w 

Boys. 

IT 

C 

1 «ig 

s 

y 

: « 

1 ^ 
c 

a? 

'C 

S 

1 mi 

t 

K 

n 

a ® 
ri g 

& 

ar 

£ 

.Mixed. 

.o 

C8 

1 

yi 

12*0 

ei:5 

Sinpir . 

1 

. • 

• • 

, . 

1 

• • 



8 

• • 

. . 

. . 

O 

, , 

1 

13 

UnInmmbnU , 


-• 

•• 

•• 

•• 




r> 

1 

• • 

.. 

2 

2 

.. 

11 

Born 

1 


• • 

-• 

-• 

-• 

.. ! 

•• 

D 

■ 

.. 


B 

. . 

. • 

12 

Bcij^mpur • 

1 

•• 

-• 

• • 

•• 

1 

1 

1 1 

- 1 

2 

fl 

B 

•• 

-- 

B 


•* 

13 

Totai 

2 

•• 

• • 

•• 

2 

1 

1 1 

2 

22 

2 


•• 

14 

2 

1 j 

1 

40 


It would appear from Table LVIII that the schools are more or less dis- 
tributed over the four Unions. Of the high schools one is at Singur and the- 
other at Bora. There are 4 schools exclusively for girls, of which 2 are M. B. 
Schools, one at Singur and the other at Begumpur. The remaining two are, 
primary — ^both in Begumpur Union. To balance this, there are 6 schools — 
two High schools, 2 Madrasas and one Upper Primary that exclude girls. 
Three of the 4 girl schools are in the Begumpur Union. There are two Junior 
Madrasas and 2 MuJctahs meant solely for Muslims in the Balarambati Union^ 

Teachers in the primary schools number 83, of which two are trained 
matriculates and 23 trained non-matriculates. The rest are untrained. The 
average monthly salary of a primary school teacher is Ks. 8. The total number 
of pupils in primary classes is 2,688, the average enrolment per school being 66. 
This represents 4‘3 per cent of the total population or only 28 per cent children 
population between the ages 5 and 10 years. Only 20 per cent of the children 
of Class I reach upto Class IV. The ill-paid teachers are much discontented, 
the teaching is unsatisfactory and there is a great deal of wastage. The 
schools are housed under insanitary conditions and are mostly in bad state of 
repairs. They are not provided with latrines, and in most cases even with 
clean water. The sites have not been properly selected and the surroundings 
arc often filthy. Thus much remains to be done in the way of improvement- 
of primary education in this area. {See photo 28.) 

The newly organised Singur Health Centre has trained about 50 teachers- 
in three batches to introduce school health programme in the primary schools. 
These teachers belong to 32 primary schools which are distributed in the four 
Unions as follows — Singur 12, Balarambati 6, Bora 4 and Begumpur 10. 

There are few facilities for improving the society’s cultural relations. 
Small public reading libraries are maintained at Bora and Begumpur. There-- 
are three local clubs one each at Singur, Bora and Baratajpur, whose main 
function is to encourage games, sports and physical culture. 

Literacy. 

Of the 6,388 individuals in Group I the number of literates is 1,236 or 20’ 
per cent. The literacy amongst males amounts to 34 per cent and amongst'. 
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females to only 3-5 per cent. The percentage of literacy amongst males 
above 10 years is 42-5 as against 4-5 amongst females. In other words, there 
is only one literate female for nine literate males. Of the 1,720 children of 
school-going age between 5 and 15 years only 363 or 21‘1 per cent are literate, 
the rates for the boys and the girls being 33’3 and 6*1 per cent respectively. 
Female education has lagged behind and since 32*3 per cent of boys in this 
age group are at present going to school as against only 4*8 per cent of ^Is 
the disparity between the education of the two sexes will be maintained. No 
serious efforts for adult education are being made, and therefore, illiteracy 
specially amongst the females ivill not be abolished for a long time. Further 
details of educational status of the community is shown in Table LIX. 

Table LIX. 


State of Education in the Sample Population. 


Literacy. 

VJlIXB. 

1 rEU.U,ES. 

-6 

—to 

—16 

—20 

—25 

B 

80+ 

Totol. 

—6 

—10 

—16 

B 

—26 

—30 

30 + 

Total. 

ruitente , 

471 

S71 

261 

162 

143 

120 

666 

2,104 

488 

404 

261 

217 

294 

247 

087 

2,958 

Literate . 

.. 

62 

80 

66 

71 

m 


ess 

• • 

12 

17 

13 

11 

12 

10 

81 

Secondary , 

.. 

34 

81 

28 

1 1<» 

8 1 

61 1 


• • 

4 

14 

3 

3 

1 

1 

26 

Blgb School 

.a 1 

2* 

27 

43 

2.4 

27 

m 

104 

, , 

• • 

a. 

.. 

1 

.. 


1 

UnlvetEiCy 



•• 

I 

2 

2 

14 

10 

.. 

•• 

a . 1 

•• 

.. 

1 

•• 

•• 

TOTil 

1 

471 

499 

449 

299 

2.^0 

220 

1,116 

3,322 

488 

480 

202 

233 




3,066 


• r.Tldently Uila is a mlstalic, prolialily the childien attend prlmniy section of a high school. 


It may be interesting to see how the boys and girls of school-going age .who 
.are not going to school are employed. The relevant information is set out in 
table LX 


Table LX. 

The Mode of Employmeni of Boys and Girls of ScJwol-going Age. 


Mode of employment. 

>Lu.r8. 

Total. 

Feualss. 

Total. 

—10 

B 

—20 

—10 

—IS 

—20 

Going to &choo1 

146 

161 

48 

355 

10 

18 

0 

37 

At home 

350 

184 

13 

547 

461 

872 

220 

062 

Working for a living . 

3 

104 

238 

345 1 

1 

n 

2 

4 

n 

TOT.a 

400 

449 

290 

1,247 

480 

202 

233 

1,005 


5 and 10 vearq almost all boys between 

o and 10 years of age who do not go to school stay at home. Between 10 and 






































15 years 23 per cent of the boys have gone to Avorlc and 22 per cent of the girls 
have maiTied. In the next qninqu'*nnial age group the girls have assumed the 
responsibilities of housewife as all but fom'teen girls ha . e married. The boys, 
on the other hand, have been absorbed in woiTc leaving 13 at home. Thus 
early marriage of the gu’ls on the one hand and need for earning livelihood by 
the boy.s on the other hand largely explain why older children do not go to 
school in large numbers. What could be the reason for younger children 
staying at home 1 This point needs investigation but tables LXI and LXII 
suggest tliat it is not so much the ill-health which ])rcvents school attendance 
but the economic circumstances or factors associated with them have some- 
thing to do with it. The reason why children not going to school exhibit less 
.siclcncss than those attending may be the differences in age constitution of 
the two groups. Under the existing socio-economic conditions, therefore, 
progress in education cannot but be slow. 

Table LXI. 


Economic Status of Boys of School-going Age According to School Attendance. 


Boys. 

ECOKOMIC STATDS. 

ToUiI. 

Group I. 

Group II. 

Group III. 

Xo. 

wm 

3fo. 

m 

Xc>. 

n 

Xo. 

1’. C. 

1 

Attending School 

OS 

44'" 

48 

20-5 

33 

20-0 

140 

30-2 

Xot iittcnillng School . 

Si 

5fl'3 

183 

73 3 

127 


344 

00-S 

TOTAT, 

152 

•• 

181 

•• 

ICO 

Si 

403 

•• 


Table LXII. 


Health Status of Boys of School-going Age According to Attendance at School, 


Boj’b. 



IIi:ai.tii Statp.s. 


a'otal. 


Well. 

1 

Acutely 

in. 

Chronlcnlly 

111. 

IndliTrrcnt 

health. 

1 

'Xo. 

312 


10 

80 

350 

Attending School 

lp. C. , 

80-0 


2-8 



8-4 

28-7 

1 


703 

13 


Cl 

SOI 

Xol attending School-j 


80-0 

i 

1-B 




Si 

7-2 

71-3 

1 

rxo. 

1,106 1 

20 

31 

04 

1,260 

TOTAT, . . .-i 


88-4 j 




Lp. c. . 

1-0 

2'G 

7*5 

•• 


We have so far dealt with the numbers but a reference to LIX will show 
that the grade of education is also poor. Thus only 4 per cent of the popula- 
tion (7 per cent of males and 0*8 per cent of females) have had secondary 
education and 3 per cent of the population (6 per cent of males and 0*3 per cent 
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of females) have had high school eduoatiou and only 0*3 per cent have been 
•to the University. They are all men. 

Addiction. 

Amongst the addicts are included only those persons ■vv^ho when denied 
the particular intoxicant experience mental or physical inconvenience or injury. 
Tobacco smoking, alcohol, opium and ‘ bhang ’ (Canabis-indica) are the 
principal intoxicants used {vide Table LXIII). Among others the most 
popular intoxication is tobacco chewing or sn uffin g. While over 93 per cent 
of the females above 10 have no such 'rice, only 35*7 per cent males of corres- 
ponding age groups totally abstain fi:om intoxication. However, they mainly 
resort to the comparatively innocent habit of smoking which is practised by 
63-6 per cent, mainly above 20 years. Only 3*3 per cent amongst males, 
chiefly young adults take alcohol. Opium is taken by 1*7 per cent of males, 
mainly by old people. ‘ Bhang ’ is not particularly popular. Amongst the 
females, tobacco chewing is the principal addiction, but a number of old 
women take opium. There was one extraordinary case of a male child under 
10 who both smoked and drank. 

Table LXIII. 


Distribution of Addicts According to Age and Sex. 


Xnturc of 
iiddictloa. 


Eekucc. 

—16 

—20 

—60 


Total. 

■9 

—15 

—20 

H 


Total 

Peroeaft- 

a^o. 

Smoklns 

14 

107 

1,052 

323 

1,406 

63 6 

0 

1 


2 

10 

0-6 

Altohol . 


4 

C2 

12 

78 

8-3 

0 

0 

H 

0 

0 

0*0 

Ophim • 


■ 

5 

34 

30 

1-7 

0 

0 

m 

11 

17 

0-8 

Cherat . 


m 

1 

0 

1 

004 

0 

0 



0 

. 0-0 

Bhims . 


m 

4 

1 

6 


0 

0 

m 

0 


0-0 

OHicr<! . 


o 

50 

23 

84 

3'0 

7 

3 

84 

20 

123 

6-0 

Nil 


102 

180 

33 

840 

36-7 

285 

220 

1,112 

320 

1,055 

03-2 

Population 

440 

200 

1,240 

3C4 

2,352 

■ 

202 

233 

1,207 

366 

2,093 

•• 


Occupation. 

It is essentially an a^icultural population in which 68*5 per cent of males 
above 15 years till their own lands. In addition {vide Table LXIV) 69 
children help in cultivation. On the other hand, women remain at home, 
tibe percentage of females above 15 employed in domestic work being 95*8. 
h>e.arly one-fourth (24.*3 per cent) of the males above 15 years are labourers, 
mostly helping on the land, but 5*3 per cent are industrial workers. Besides, 
33 male children also work as labourers. Transport engaged only 7 per cent. 
Shop-l:ecpcr and artisan constitutes 6*4 and 1*6 per cent of the male population 
Twelve children also work in the shops. Only 2*3 
K b?me ^9 r ‘ "Wiles arc pnisulng liberal professions ; 4 per cent of thorn stay 
at home, 2*5 per cent however, have pass'ed the age of k Only 307 or 32*4 
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The ri’it of tlie l.mil is mostly l>y linttu'st<';irl t, li.iinhoo 'trov.’ii, 

tftnhrt niid aiirl v.ti'-te iand.*. I!ir»* i- tlm priiifipil rroji, of v.-liu’h th*- 

'Amin ' p.ulrly '.vlii'-li i' iuirvf.tfl in imtuinii up S,0f',i :i. p*, ,\nt| thf 
inferior and h"! jiupitlar. ‘ .I'o/j ' p;u!«iy viii'di is iiarve.ted jn t li> for*' th" 
jnnivooii K ciiltivntrd in h' ' t!i n .'.eri >. Mor*' v.iinnld-- .-r-'p! like 

fruit'-'. jinri li' li'l l'‘/iT*'i ol'cupy l.rrid m p dnt'-, ii.i' l•nhi;.:tion 

of vdiicli bi'iivi r<'d«'-t‘d i;: prov/n m -.-V.'ii .i te-. Til*' j) i'ldy pr,)'l«U''l in 
lliis nri’.i siiiricf--' for fi to p inonth-- only. ;tnd ri' *• h.r . Hi'T- to !»'■ imp >r{*‘d 
from out 'idi* in norm.il tiinei. Thn i; p.iitir:il wly :■> i>i Him I'no.-n. Tii" 
cc’onotnii' erop. are Icnn'n.'i plant at '.on. li-'l'*! pl'nt-ition mi'l vt* icti!)!*-'. \/hifh 
imdiidt* potato, ponrd, pumpkin, brinja!, i-.i'nb.u c.tiili'dov.'er, hafy 

vcgct .aide's, yam, okra, irreen eh'illies. euc«ml»'r. totr.a'o, poiap) ami 

marrow. (Ireen eoeoanut. ])ine.apj»l<-, papiy.i and lint" are e'jltiv.if-'.l <in a 
limited :enle. Tlie-i- prodiief ■ fin-l .a !.*i»0'l m,ir!:-t in (’.deijft.j. and «»th"r 
whole.sah' market" Midi a*s Slietir.ipi(iili ami Heliir. Sp-ei.\l r.iilv.ii.y fa' ilitie' 
are provided for the tr.urport of fruit' .uni vero't-ahles t*> f’.il-utta. 
plioto 20 .) The * r.abi ’ rrop-; con^i-st nuinly of pul-.-'.- and tim-r.ir'l wliieh nr-' 
grown after ‘ .flneut ’ paddy has been lKtiv*'st<.‘*l. 


Animala and livc-:tock?. ’ 

The prinoip.al ,agri(’uUtiral .animal-t are bnlK an! vtw.'S of wiii'h lin'r*' ar* 
10,000 and 0.200 rc.speotively. There i-. .an a Mitionnl yann^ of .1.70!). 
Tho.'se animal's are pijor in quality. The milehing eav.v are lul minv .ind 
yield little m.lk. Most of the milk prodms'il is t'ither eonverl-d int ) e., um'i 
or milk casein (.sve iihop) 21) for s'onsmnptiou in the neiiihlnMirina eili's or is 
transported as fluid milk to Ckilrutta. It is estimated that SO ti 101 mis. of 
channn leave Singiir station for t'aleutt.i every day. (.SV,- photo 27,)- Little 
milk is left for local cousumjition. Similarly, goats too are kept not .so much 
for local consumption as for trading in tlir towns. Poultry binls arc estimated 
at '100, and the grc.it demand for cgg.s in the town le.vvo.s but few for IomI 
consumption. 


* Some or the Gf^arus quoted licro? have been ohtftincd from n report br tlio A«ldilioanl 
Director of .\criruUurp, ltonf;al on a rlrort term B,{ri'*ultnral prograinino nt Sineur, 1!M1. 


b’ci-cultuie. ,» 

Such fisb as is available is xa^^d in a primitive way' by the people in dohas 
and tanks. The xivers being dotid the principal source of fisb has boon dried 
np. Some mb is imported from tlio great rivers into Singiir market, but on 
an average, nab is available to an oriSnaty man only once in a week. Con- 
siderable improvement in pisci-culturo is possible if tbo tanks and ilobas are 
more seientificolly employed for this porposo. 




76 




Table LXVH. 

Statement of Local Melas held Annually in Singur Health Centre Area. 
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Movements. 

• Mention has already been made of the chief means of communication. In 
this small area there are 7 railway stations. Each of them is a busy place 
where large number of passengers may be seen waiting for the trains. They 
-consist mainly of daily passengers to Calcutta and suburban areas — ^some 
going there to work, others carrying local products and still others going and 
coming for social visits to relations and friends. The train service is estimated 
to carry 1,000 daily passengers to and from Calcutta who live in the villages 
but work in the town. About 1,200 vendors also travel daily to the towns to 
sell their goods. Industrial workers who go daily to factories and railway 
workshops number about 600. A number of people come from the towns on 
week-ends to stay with their families for a couple of days. In normal times 
the metalled roads from Sheoraphuli to Singur and Kamarkundu and from 
Uttarpara to Begumpore and Bora via Janaihavea considerable motor traffic 
but this has recently suffered from lack of petrol. Apart from these modern 
facilities the intervillage traffic is mainly by bullock carts and by push bicycles. 
Palantjuins may be occasionally seen carrying women, old people and invalids. 
Cycle rickshaws are becoming popular at Begumpur. Occasionally the 
hackney carriages may be seen, but they come temporarily from Setampore. 
Considerable movement of population takes place on account of melas and 
parties of pilgrims passing through Singur on their way to Tarakeswar. Since 
official activities have recently grown in Singur, official visitors frequently 
tour in the area. During the rains movements become greatly restricted as 
'the IcatcM roads and meadow paths become impassable. 

Food supply and distribution. 

Bengal has recently passed through severe food crisis. However, the 
Health Centre Area did not suffer as severely as other parts of the province 
probably for the following reasons : — 

(1) Certain families received rations through the members employed at 
Calcutta or Serampore as clerks or at Industrial establishments as workers. 

(2) Many agricultuiist families* were able to get over tbe crisis because 
they normally keep rice for their own use and depend upon money crops for 
trade. 

The suffering was manifest chiefly amongst landless labourers and amongst 
families producing insufficient rice for personal use and depending mainly on 
business in potatoes and vegetables. 

(3) The local people themselves promptly organised and started centres 
for destitutes. 

During the period of survey several voluntary and official destitute camps 
were established. The effects of this stress have, however, been felt late, for 
in 1944 there were 10 per cent deaths in excess of 1943. It may thus bo 
generally stated that the famine conditions had a cumulative effect on the 
population of this locality rather than an immediate effect. At certain timss 
there was an acute shortage of rice, oKa, salt, sugar and kerosene. For the 
■last few months rationing has been introduced in several place i including 
•Singur, Balarambati, Bora and Begumpur. The authorities have issued 
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many grades of ration cards for people of varying economic status and require- 
ments. At present rice, atta, salt, sugar and kerosene are being supplied 
through the controlled and approved ration shops set up m each locality* 
Slack market flourished well here as elsewhere. 
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CHAPTER VI. 

Family Organisation. 

Family as a tmit lias been given a biological significance by the Peckham 
experimenters and as such it has been endowed with the properties of an 
organism. There is much in their arguments with which we are in agreement. 
Old Indian tradition made a great deal of family culture as a presumptive 
evidence of the future behaviour of young men and young women. “ Chip of 
the old block ” is an old English saying what tersely expresses the same truism. 
There may or may not be a romantic revolt against the family tradition on 
the part of the young person as he or she emerges into fullness of manhood or 
womanhood depending upon his native vigour, richness of early life in the 
family and tbe force of extra-famalial environment but there can be little 
doubt that apart from the inherited capabilities the environmental infiuences 
impinging upon him or her in the most appetitive phase of life must necessarily 
determine, to a large extent, the course of future activities and put limita- 
tions on actual accomplishments. 

The present survey being a point study, does not provide material for a 
discussion of the family environment and its reactions on parents and children 
and to that extent the title of this chapter may be considered too ambitious, 
However, we hope to present a rough structural basis of the family organisa- 
tion which may provide material foundation for the study of function. Our 
excuse for the furtive excursion into the study of function based as they are 
on impressions gathered in the coiurse of conversation with family members 
may have little scientific value, is mainly to draw the attention of public 
health investigator to a rich field of work which he has so far generally neglected 
but which he cannot afford to ignore if he desires to raise public health ad- 
ministration from the rule of thumb to full scientific stature. 

Of the one thousand one hundred and ninety-seven families which have 
been included in the survey the family schedules are available for 176 only. 
The number of individuals in 1,197 families is 7,058. The average size of the 
family works out to be 5*9 S.D.±3'4. 

From the statement given under health indices it will appear that only 
30 males and 44 females belonging to the area temporarily resided outside. 
This is a relatively small number. . However, that is not the whole story for 
a considerable number, roughly estimated at 5 per cent of the population, are 
daily passengers to and frqm Calcutta and Suburban Industrial Areas. This 
problem is more fully dealt with earlier under ‘ movements ’ and it is evident 
that the community is by no means a* closed one. Tliis fact has considerable 
influence on the social, economic and epidcmiologiqal circumstances of the 
community. 

Table LX^III. ' 

Length of Stay in (lie Health Gentrc''‘Arca During the Year J943. 


ncsldcnt'al Status. 
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Li:KQin or btat. 





Total 
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•llm 

-12m 
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, • 

13 

22 

20 

35 

24 

21 

33 

22 

24 

■ 

28 

0 
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Group III 
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0 
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1 
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From Table LXVIII it will- be seen that in Group I only 266 individuals 
have stayed in the area for less than 12 months. Of these 247 are infants 
whoso length of stay is determined by the age. On the other hand, in Groups 
III and V the number of infants is small, being 1 and 15 respectively. It 
would thus appear that the people of this area do not stay out for any length 
of time. 

Of the families for which the schedules have been filled 67 per cent ate 
single, 27 per cent are joint and 5*9 per cent are multiple establishments. 
Thus about one-third of the families are joint or multiple units. There is a 
general tendency towards single families ; this is because of the increasing 
contact with the outside world which has created both the opportunities for 
independent employment and a greater desire to live an independent life. 

An attempt has been made [mh key to the family schedule) to roughly 
estimate the general outlook of the families in respect of health matters. The 
relevant information is contained in Table LXIX. 

Table LXIX. 


Family Outlook in Matters of Food. 


ramlllcs. 

TAffiLT OUTLOOi;. 

Total. 

national. 

Traditional. 

Frcjndlecd. 

Kumber ..... 

rcrccntaeo .... 


017 

SO-7 

67 

4-0 

1,173» 

t • 


* Information Is not arallnUo for 3 f.tmlllcs. 


Table LXX. 


General Family Oiithok on Cause of Diseases. 


ramlllcs. 

FaotLT OOTIOOK. 

national. 

, Dclstlc. 

Dcmonistle. 

Otber 

Biipcrnatoral. 

Eambcr . 


453 

401 

271 

■■ 

Percentage 

• 

38'e 

34.4 

23*1 

hb 


* Information Is not available for 3 families. 


Table LXXI. 


General Family Outlook on Preoention and Cure of Diseases, 


ramlllcs. 

PAinnY OOTIOOE. 1 

Total. 

national. 

neligions. 

Fatalistic. 

stoic. ‘ 

Humber .... 

Percentage 

448 

38-2 

411 

37-0 

2S3 

24-1 

0- 

0- 

- 1,172» 


• Information la not avallablo for i families. 
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Table LXXTT. 


General Family Oudooh Regarding Organised Community Effort. 


, 



PAsniiY Outlook. 


, families. 








Individualistic. 

Balanced. 

Highly Socialistic. 

Knmlier 

« 

• 

623 

' 330 

6 

Percentage . 

• 

• 

70-0 

2S-0 

0-5 


* Infonnation Is not avatlaUe for 8 families. 


"While it is admitted that a considerable amount of personal judgment is 
involved in arriving at an estimate of family outlook in various matters, the 
• data presented in Tables LXIX to LXXII are of considerable interest, because, 
for the time being, they provide the bases for designing the bsst method of 
-approach by the public health administrator and in later surveys they -would 
indicate the extent to which health education has been successful. There can 
be little doubt that Oie achiemmenls in the domain of public health, in a 
democratic courdry, must largely depend upon what people think and what they 
are prepared to do themselves. In the present case a deeper study of the 
traditional ideas regarding food is indicated and a carefully organised health 
education is required to disseminate basic scientific knowledge of dietatics so 
as to rationalise their outlook on food. This wUl tend to efieot improvement 
in their diet, if it is economically feasible. In regard to the causation of 
diseases something must be done to wean the people from supernatural 
theories in favour of more rational views, and if this is accompanied by the 
provision of means to fight the diseases in a scientific manner, there is every 
likelihood that the fatalistic and religious attitude towards the prevention 
-and cure of disease -will disappear giving place to a greater desire for co-opera- 
tion -with organised scientific pampaigns. 
l-ir 

It is well known that at present the community sense is poorly manifested 
in this country, however high the individual attainments may be. While 
personal health practices may go a long way towards creating a healthy 
community there are few activities in which organised community efiort is 
better rewarded than in matters of health. However, it is a question whether 
-as a matter of policy, under the existing conditions, greater emphasis on 
personal health practices may not elicit better response than insistence on 
organised community effort. The latter may more suitably follow after some 
progress has been made as regards personal health and health consciousness 
has materially developed. Thus at an early , stage of health campaigns 
personal services 'like maternity and child welfare, school health, particularly 
correction of defects, medical relief and organised physical culture may have 
better appeal than certain environmental improvements in which the individual 
-effort is not directly rewarded. Care, however, has to be taken, to gradually 
-shift the burden of responsibility for personal health on. the people themselves 
-and to place increasing emphasis on -communal aspects. 











84 ' 


Marital status. 


In Group I of the 3,322 males, 56*8 per cent are unmarried, 39-2 per cent 
are married and 3-9 per cent are •widowers. The corresponding figures for the- 
3,066 female population are 39-4 per cent, 42-8 per cent and 17*8 per cent 
respectively. The difference in marital status of the two sexes is ob'vious, 
specially as regards ■wido'whood. Average age at marriage for the girls is- 
11*3 and their early marriage explains the larger percentage of the married 
amongst them. Age at cohabit is 12*7 that is to say the husband and the wife 
do not generally live together for one and half years after the' marriage. The 
average age at first pregancy is 16 years, so a further period of three and half 
years relapses before the arrival of the first child. Analysis of the marital 
status in respect of age and sex is given in Table LXXIII. 


Table LXXIII. 

Marital Status According to Age and Sex Amongst tlie Pennanent Residents of 

the Area. 


"ilkliZS. 


Feuaies. 


Manta] Status, 
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-10 

-16 

-20 

-20 
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35+ 

TotDi. j~6 

-10 

-15 

-20 

-26 

■ 

-SB 


Total. 

1 

TTniiiarricd . 

470 

499 

448 

287 

133 

34 

11 

7 

1,889 

488 

478 

2S8 

14 




, , 

1,208 

llanied 

1 

.. 

1 

12 

124 

195 

236 

734 

1,303 

.. 

2 

64 

211 

293 

233 

185 

323 

1,311 

•Widower or widow . 

" 

•• 

•• 

•• 

2 

•• 

4 

124 

130 

•• 

•• 

•• 

8 

16 

27 

49 

447 

647 

lOTAI. 

471 

1 

499 

449 

299 

o 1 

*e» 1 

£!_J 

229 

251 

805 

3,322 

1 

480 


233 

1 

SCO 

234 

770 

8,060 
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Marital Status According to Age and Sex Amongst Persons Belonging to the- 
^ Area hut Normally Residing Outside. 



3ULE8. 

FE3ULES. 


—5 

1 

-16 

i 

-26 

-3( 

-35 

36+ 

Total. 


-10 

-15 

1 

-25 

-30 

-Sf 

35+ 

Total. 

Unmarried . 

1 

.. 

o 


1 




4 

2 

2 





1 


6 

Slatrlcd 

•- 

■■ 


.. 

• • 

1 


1 

o 


■ 

5 

6 


2 



12 

‘W'ldoTV’cr or wido\r , 




















1 

11 





" • 

•• 

1 


1 

•• 



• • 

• • 

1 

1 

1 

Total 

7 
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Marital Status According to Age and Sex Amongst Visitors. 


llarltnl Status. 

SIALLS. 

FTUALE9. 

—5 

-10 

-16 

1 

-23 

i 

—35 

35+ 

TotaL 

—5 

-10 

-15 

-20 

-25 

-30 

-So 

35+ 

Total. 

■Unmartied . 

10 

6 

H 

O 


1 

• * 

• • 

3fi 

13 

4 

O 


T 

■ 

■ 

B 

10 

Married 

B 

.. 

• • 

.. 

• • 

1 

1 

2 

4 

B 

.. 

14 

3C 

□ 

5 



07 

Widower or widow 

1 

•- 

•• 

•• 

•• 

•• 

•• 

2 

2 

1 

*• 

•* 

•• 

•• 

•• 

4 

B 

11 

Total 

10 

s 

0 

2 

•• 

2 

1 

4 

42 

13 

4 



fl 

5 

B 

8 

07 


A comparative study of tlie marital status of tlie two sexes is of interest. 
Attention lias already been draivn to tbe disparity in the numbers of the 
■widows and the widowers, the rates being 17-8 and 3*9 per cent of the popula- 
tion of the two sexes respectively. Above 15 years of age the corresponding 
figures are 30*3 and 6-8 per cent. These results follow from the social sanction 
amongst the Hindus of remarriage for men and not for women and from the 
custom of monogamy, even though the religion allows polygamy. The 
younger average age of widow's as compared with that of the widowers is also 
manifest from the Table LXXIII. There is no widower below 20 years of 
age, but 1*6 per cent of the widows are less than 20 years old. The percentage 
of widows xmder 30 years is 9*4 as against 1*5 of the w’idowers. Looking at 
the problem from the point of view of the population gro^vth it will be noted 
that 257 or 47 per cent of the •w'idows belong to the reproductive period of 
life. This constitutes 17-0 per cent of the female population between age 
Groups 15 to 50. We shall revert to this subject presently. 

Of the population below 20 years 18*6 per cent of the girls ore married as 
against only 0*8 of the boys ; 11'6 per cent of men still remain unmarried at 
that age. Age at marriage also differs significantly between the two sexes* 
While all the young women have married by the time they reach the age of 
20, in the following quinquenm'al groups the unmarried amongst the males 
constitutes 61*3, 15-0, 4*3, 1-0, 0*55 and 0 of the male population in the corres- 
ponding age groups. Even above 55 there are 2 unmarried men. 


Births anu deaths. 

Some information on this subject has been given in the Indices. Since- 
these are events of considerable importonco in the family a few remarks are-- 
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ofiered here. Table LXXIV sets out certain information about birtbs for 
families belonging to the Area according to tbeir habitual place of residence 
and place of delivery^ 

Table LXXTY. 



rcrminatlons. 

onours i & n. 

ghoups 

m * IV. 

Total. 

Is THi: AEGA. 

OuisiDG !rin; agga. 

Ko. 

of 

fotnlUcs. 

Ko. of 
occur, 
rcncc. 

■ 

Ko. of 
occur- 
! xcnce. 

1 

Ko. 

of 

famUIca. 

Ko. of 
occur- 
rcncc. 

Ko. 

of 

families. 

Ko.of 
occur- 
lienee . t 

Atortlons ... 

c 

6 

0 

■ 

0 

0 

6 

6 

Stlll-blitlis . 

0 

0 

B 

■ 

0 

0 

10 

10 

Xlvc-blrths — 



H 

■ 





Zlale 

134 

130 


H 

0 

0 

111 

113 

rcmalc . 

111 

160 

B 


1 

1 

155 

161 

Total llrc-bltths . 

276 

280 


■ 

1 

1 

200 

307 

QBAKD TOTAL 

280 

300 

21 

21 

1 

1 

311 

822 


The crude birth rate for (Groups I and II Tvorlts out at 4:1 per mille and the 
corrected birth rate at 43'8 per mille. Contrary to expectation, it is seen that 
people belonging to these villages have their babies born outside rather than 
returning to the village home for delivery, for in Groups III and IV only one 
out of the three expected births took place in the Health Centre Area, while' in 
Groups I and II 21 or 6*6 per cent of the deliveries took place outside. 

The abortion irate and still-birth rate for Groups I and II are 1-6 and 3*2 
per cent respectively. 

The sex ratio at birth according to the combined experience is 1 : 1*14, 
the female live-bncths being in excess. 

One hundred and sixty-seven deaths occurred during the year in the sample 
population excluding the visitors, the information being' collected for each 
amiy which included those belonging to the village but normally living 
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outside {vide Table LXXIV). The justification for the inclusion of Groups 
III and IV is firstlj that the number of individuals constituting those groups 
is small being only 74 and because the exact period of residence in the[)village 
home of the family and outside for the deceased cannot be clearly determined. 
The crude death rate works out to be 22*8 and since no non-resident death 
occurred witbin the Area the corrected death rate is 23*7. These figures are 
not particularly high for a rural area in Bengal and in fact they are surprisingly 
low for the terrible famine year of 19-13. But this is in keeping with the 
record of only one death from starvation in the sample population which 
means that in that year Singur area was not involved to the extent that high 
mortality may occur. From personal knowledge it may be stated that a 
number of deaths from starvation did take place in the following year. 

Since no non-resident death occurred in the area the corrected death rate 
for the males is 28*9 and for the females it is 18*0. The diflerence between 
the death rates of the two sexes is strilcing. It is mainly due to the higher 
toll of male lives taken by malaria, dysentery and diarrhoea, pneumonia and 
tuberculosis, but the mortalitj' amongst them is also higher for most other 
causes of death. While the male infants share proportionate excess mortality 
(see Table LXXV), it is the pre-school child and the adult and more particularly 
the aged males who have to bear the greatest brunt of disproportionately 
high mortality rate. If, therefore, an attempt is to be made to further reduce 
the death rate in this area special attention will have to be paid to the male 
population and more specially to the pre-school boys and the men of older ago 
groups. The female mortality is higher only during the child-bearing period. 
These observations arc in conformity with the higher morbidity rate amongst 
the males to which reference will be made later. The big fom amongst the 
causes of death are in order — malaria, diarrheea and dysentery, cholera and 
prematurity. Amongst others of importance may be mentioned fevers^ 
pneumonias, typhoid and paratyphoid. The miscellaneous causes include 
among others deaths from marasmus, nephritis, child-birth, tuberculosis and 
ascites, other diseases are less important. Thus, special attention has to be 
paid to the control of malaria, dysentery and diarrhoea, pneumonia and to- 
acute diseases lilco cholera. 

’ Infant mortality is about 137. The sex specific infant mortality being 
19G and 85 for the males and the females respectively, the former are again at 
a considerable disadvantage. The special reasons for higher' rate amongst 
the former may also help to indicate lines along which endeavour could bo 
made to reduce waste in early life. From the analysis of the causes of death, 
so far carried out, it would appear that multiplicity of causes are in operation 
but there are some indications of difficult labour as being one of the possible 
causes of higher infant mortality amongst the males. _ 
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Table LXXV. 


Deaths During the Year by Sex and Causes aiid Place of Occurrence, 1943, 


Cause of (Icatli. 

Mairs. 

pEUALXS. 

Ko. of 
deaths 

In survey 
area. 

Ko. of 
deaths 
outside. 

Total. 

Xo. Of 

deaths 
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Or.md 
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Hate per 
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StalarlD .... 

20 

1 

21 

12 

■ 

13 

31 

mm 

Blarrlioen and dysentery 

IS 

0 

15 

10 

H 

to 

25 


Choler.'i .... 

7 

fl 

7 

5 


B 

12 


rieinaturlty 

0 

1 

c 

4 

B 


11 

IGC 

Other rc\crF 

n 

0 

c 

3 

n 

3 

1) 

123 

Pneumonia 

« 

0 

e 

1 

0 

1 


00 

Typhoid and paratyphoid 

4 

0 

4 

A 

0 

A 


S.3 

3I.ansinttS .... 

.T 

0 

3 

A 

0 

A 


Bl 

Ifephrltls .... 

3 

0 

S 

n 

0 

A 


B| 

Accidents other than snnKe 

3 

0 

3 

o 

0 

A 



hlto. 







^^B 


Clilld hirtli nnd an.TMla of 

0 

0 

0 

4 

0 




pregnancy. 









Tobercttlo'ils 

4 

0 

4 

0 

0 




Ascites .... 

n 

0 

A 

A 

0 

A 



Asphyxia nconatonittt 

3 

■1 

3 

0 

0 

0 

3 

43 

Tetanus .... 

O 


A 

0 

1 

1 

3 

43 

Senility .... 

2 

■1 

n 

1 

0 

1 

3 

43 

Conf!cnIt.aI debility nnd niab 

1 

0 

2 

I 

0 

1 

A 

23 

formation. 









Leprosy .... 

1 

0 

1 

1 

0 

1 

2 

23 

Syphilis .... 

«* 

0 

A 

0 

0 

0 

A 

23 

Canecr .... 

1 

0 

1 

1 

0 

1 

A 

23 
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o 

0 

A 

0 

D 

0 

A 

25 

Smallpox .... 

A 

0 

A 

0 

0 

0 

A 

25 

Bcrlhcil .... 

1 

0 

1 

0 

0 



14 

Blabctca .... 

1 

0 

1 

0 

-.0 


^99 

14 

Enla-ozar . . . ' . 

0 

0 

0 

1 

I 

0 



14 

, « • g 

1 

0 

1 

0 

0 



14 

Intestinal obstruction . 

1 

0 

1 

0 

0 


^99 

14 

Other respiratory diseases 

0 

0 

0 

1 

0 



14 

.■WoU's diseases . . 

1 

0 

1 

0 

0 


^99 

14 

'Acute Arthritis (Traumatic) . 

0 

0 

0 

1 

0 


^99 

14 

Starvation .... 
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0 
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0 



14 
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Table LXXVI. 


DeaiJis During the Year by CatCse, Sex and Age Groups {1943). 


Canse of death. 


Malaria . . 

Diarrhoea and 
dysentery. 

Cholera . 

Prematurity 

Other fevers . 

Pneumonia 
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Beriberi . 
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Starvation • • 
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Diet survey. 

Rice is the staple food. Vegetables arc grown extensively and are regularly- 
consumed in season. Meat is rarely taken except by the richer section of the 
Muslim community and fish is eaten occasionally. MiUc is scarce. Butter or 
glice is a luxury rarely indulged in. Mustard oil is the only fat available and 
is sparingly used. Other articles of diet are dais, cocoanut, bananas and 
sugar or ‘ gur '. 

The survey was carried out in 30 sampled families by the diary method for 
7 consecutive days mostly during May and June. On the first day an inven- 
tory was made of the food in stock by weighing. In certain families there 
were larger stocks of rice or paddy which could not be weighed. In such 
cases daily withdrawals were noted. For the next seven days records were 
kept of gain or loss (amount given to \*isitors or animals or thrown away). 
On the last day the stocks were again weighed and the amount of each article 
of food consumed during the week was calculated. Using the pamphlet 
issued by the Bengal Nutrition Committee the quantities of the proximate 
principles, minerals and vitamins contained in each item of food -were estimated 
for the family. The consumption units in respect of each principle were 
determined for the individual families and the requirements calculated 
according to the recommendations of the Committee (see Appendix Vn- & h). 
The deficiency or excess was worked out. The distribution of families accord- 
ing to the deficiency or excess of the proximate principles, etc., is set out in 
Table LXXVH. • • 

Table JJEXYll. 


Frequency Distribution of Families According to Deficiency or ’Excess Oonsump' 
iion of Proximate Principles, Vitamins and Minerals and the Average 
' Percentage of Deficiency or Excess over Ecquirements. 
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■ 
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s 

0 
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7 

0 

■1 

4 

2 

i 
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2 
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4 

0 
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0 

■ 

1 
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1 
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0 
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0 

B 

B 

■ 
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■ 

10 
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■ ■' 1 ' 

655 

ngm. 

lOG 

mgm. 
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The limitations which, for the reasons already given, these data impose 
on generalisation, are, to a certain extent, liable to be over-emphasised be- 
cause the population is not too heterogeneous in respect of dietetic habits, 
the only exception being the small group of Mohammedans who use much 
more animals protein than the rest of the community. However, the seasonal 
changes would profoundly influence the nature and quality of food parti- 
cularly because greater part of it is derived from home produce. From Table 
LXXVII it would appear that food is deficient in most of the essential factors 
which may now be considered separately and discussed in relation to the 
clinical findings. 

Calories. — ^Twenty-five families are deficient in caloric intake, three are 
just able to get their bare requirements and only two are having more than 
their need though. not to any great extent. The average caloric deficiency 
amounts to 29 per cent. This deficiency is mainly attributable to lack of 
fat and also to carbohydrates to a lesser extent. The low rating of general 
nutrition and poor standard in respect of weight and height of the Singur 
population is, therefore, not difficult to understand. This commxmity is 
not on the verge of starvation but it is actually in the early stages of 
starvation. 

Carbohydrates . — Vegetarian food is usually considered to be too rich in 
carbohydrates and it is surprising to see that even this principle which is the 
cheapest of all to obtain, is deficient to the extent of 20 per cent. Twenty- 
one out of 30 families are not getting the minimum requirements and one is 
just able to make it. Twelve families suffer from over 25 per cent deficiency 
of which 1 is not able to get even half the minimum requirements. 

Pals. — As we have already pointed out this is the most serious deficiency. 
All but five families are not getting even half of the minimum requirements. 
The remaining five are deficient to the extent of 25 per cent or more. Aver- 
age deficiency in fats amount to 67 per cent, i.e., on an average, a person is 
getting only one-third of what he should. 

Proteins . — ^Protein requirements are just about met. However, in this 
respect the distribution is not so oven. Only 5 families consume proteins 
within 6 per cent plus or minus of their requirements. Twelve are deficient 
of which one cannot procure even half of what it needs. On the other hand, 
13 families use excessive protein diet, of which 2 use more than double the 
requirements. The proteins are almost wholly derived from vegetable sources 
and are therefore of poor biological value. . Lack of biological proteins must 
have its share in the ratardation of growth and development, particularly' 
in the case of infants and young children (see pages 106-7, 110-1). 

Minerals . — Calcium deficiency is general and serious. Half of the families 
do not get even half of their minimuni requirements.' In 13 other instances, 
this mineral is moderately deficient. Low standard of height and weight 
due to poor skeleton development, and caries of the teeth (Seal, 1938) may 
be partly accounted for by calcium deficiency. Phosphorus intake on the 
other hand, is in excess, to the extent of 28 per cent, thus seriously upsetting 
the calcium-phosphorus balance. 

• In regard tp iron the standards vary.- We have adopted double the stan- 
dard recommended for various stations of life by the Bengal Nutrition Com- 
noittee as their standards may be considered too low by certain authorities. 
Even with this higher standard the average deficiency is only two per cent 

o 
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and this does not take into account the iron contained in drinking water. 
However, 17 families are deficient, 3 being highly so. On the other hand, 
iron intake of 13 families is higher than the requirements. Four families 
take excessive amount. Looldng hack into the details of the sources of iron 
in the food of individual families, it appears that the disparity in iron intake 
is mostly due to differences in the amount of rice and green vegetables con- 
sumed. If, therefore, anaemia in this community is due to iron deficiency 
in food larger amounts of rice and green vegetables have to be provided for 
39 per cent of the population which showed evidence of anaemia. At any 
rate, the ntiaRmin, problem in Singur requires more detailed examination that 
has been given to it so far. 

Vitamins . — ^Vitamin A is also not evenly distributed in the diet of the 
different families. Ten families suffer from serious lack of vitamin A, 5 families 
have vitamin A deficiency to a lesser extent, and 15 families take more than 
what they need, 14 of whom have fairly rich vitamin A diet. The source 
of vitamin A is almost entirely the green leafy vegetables, which as we have 
suggested are not equally available to all families and in all seasons. It is 
also arguable whether the carotene which this article of diet supplies is all 
pro-vitamin A, and whether the physiological conditions necessary for the 
conversion of carotene into vitamin A are equally present in different indivi- 
duals. These observations may explain why even with an average excess of 
11 per cent vitamin A, 27 per cent of individuals exhibit signs of vitamin A 
deficiency. 

Vitamin — ^Families investigated show considerable heterogeneity as 
regards the consumption of this factor. Seventeen families exhibit deficiency, 
3 of them markedly so, while 11 families take vitamin Bj in excess of their 
requirements, 7 markedly so. However, clinical assessment brings out defi- 
ciency only in 1 per cent of the population and that too of a low degree. Appa- 
rently this is in accordance -with the findings that on an average there is neither 
an excess nor deficiency of this vitamin. It may also be noted that there 
is no marked variation in the seasonal distribution of vitamin Bj deficient 
people. From these observations it would appear that the vitamin re- 
quirements are either rated too high or the early signs of vitamin Bj deficiency, 
W 2 ., loss of appetite and constipation; were not included. But these symptoms 
axe difhcult to elicit with certainty and still more difficult to be ascribed to 
nutritional defect. 


Vitamin C , — In this case also there is considerable disparity amongst 
families. Sixteen families have rich vitamin C diet exceeding the require- 
ment by 60 per cent. Three other families also take more than they need. 
However there are 11 families whose di^t is deficient in vitamin C. The 
deficiency is over 50 per cent in four instances. The average excess of vita- 
min C is 71 per cent but as we have seen it is largely due to the excessive 
intake by 16 famihes. It is, therefore, not surprising that about 10 per cent 
of the individuals may exhibit slight deficiency in vitamin C. 

It will be of interest to compare the above findings with the results obtain- 
ed in a more recent study (January to March 1945) by one of us (S.O.S, in 
collaboration with P. C. Sen and Gr. Sankaran). These studies were carried 
villages, viz., Paltagaxh and Biramnagar (Singur Union), Borai 
(''e'*^t (Begurapur Union) comprising 122 families 
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Table LXXVIII. 


Frequency Distribution of Families According to Deficiency or Excess Oonsump- 
tion of Proximate Principles, Vitamins and Minerals and the Average 
Percentage of Deficiency or Excess over Bequirements {194S Survey). 
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23 
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14 
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0-0 

12-3 

10-7 
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11-5 

11-6 
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r No. . 

49 

01 

20 

91 


35 

mSm 
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73 

76 

88 

excess. 

L Per cent . 

40-2 

50-0 

21-3 

74-6 

87-7 

28-7 


Bl-O 

SO-S 
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While deficiency in regard to calories, carbohydrates, fats, vitamin A, 
Yitamin and calcium are common to both investigations, in regard to fee- 
quency the conditions are better in the later survey, and there are fewer cases 
of extreme deficiency as regards fat, vitamin A and vitamin G, but not with 
regard to calories, phosphorus and vitamin Unfortunately, it is not 
possible to compare protein and iron deficiencies, because in the former case 
•calculations have been made separately for proteins of vegetable and animal 
•origin and in the latter case a lower standard of normal requirements has 
been adopted in the more recent survey. Nevertheless, from general consi- 
derations it would appear that the frequency distributions of protein intake 
by various families may not be very diffm:ent in the two surveys. The stan- 
dard of icon adopted in the 1946 survey reduces the deficient families to less 
flin-Ti 10 per cent whereas in our clinical assessment ansemia cases of nutri- 
tional nTigin amounted to 39 per cent. This proportion, for the reasons given 
on page 88, is probably an underestimate. WMe, as we have mentioned 
in that connection, the problem as regards the casual factors of anssmia 
should be treated with an open mind. The present data would suggest that 
the standard of iron requirements adopted by the Bengal Nutrition Committee 
may need revision. 

■With regard to the comparison made above between the results of the 
two surveys it should be remembered that besides the smaller number of 
fftmilip-a investigated in the general survey the reasons for the overall improve- 
ment observed later may be firstly that the second survey was conducted. 8 
to 9 months later by which time general improvement in food situation h^ 
taken place, secondly, this survey was carried out during January, February 
and March by which time the new rice crop had been harvested and green 
vegetables were 'in abundance, and thirdly, the selected families presumably 
belonged to higher economic strata since as we have seen in Chapter V the 
school children are drawn from relatively better class families and fourthly, 
in the later survey Baratajpur which is particularly a prosperous village and 
where the Muslim population which is ■used to better food is largely concen- 
trated, was included. It might therefore be justifiable to suggest that the 
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general picture of dietetic linbits of tbe community as a whole, as depicted in 
the General Health Survey, could not be far wrong for that period. 

EcoxoMte CoxniTioxs. 


Knowledge of licalthful living which carries conviction is no doubt pre- 
requisite for the success of preventive and constructive medicine and to a 
great extent of curative medicine but little can be achieved unless it is backed 
by financial and other means at the disposal of the people. Poverty of Indian 
masses is proverbial and the low National Income has figured greatly in dis- 
cussions. The problem is, however, a difficult one when the object of the 
study is to measure how health is handicapped through poverty. Tn esti- 
mating the economic conditions, we are therefore faced with the problem of 
selecting the items of information which have a bearing on health. Certain 
items readily occur to one's mind, for instance, expenditure on food, housing, 
medical advice and medicines, but other items like clothing, toilet, education^ 
etc., may not have tlic same direct association with healthful living. Besides, 
there arc other items in the family budget which may have still more remote 
bearing on health, and surely the expenditure incurred on account' of, say. 
land taxes, manure, seed or labour charges in connection with cultivation or 
on travelling for business have little reference to health. For this reason, 
we have divided the e.xpenditure under two main heads, natnely, (o) on the 
consumption side and (6) on the production side ; and the cxijcnscs under (a) 
have been further divided under various heads, such ns food, fuel, hou-sc-rents. 
etc. Again, for each item of food an estimate has been made for home pro- 
duce and for cash purchase. Thus it is possible to broadly relate the specific 
items of expenditure with health conditions of the family in general and iu 
respect of an)' special states of health. This, however, is not the whole story 
for a given total expenditure, one item will necessarily influence the othcr.s. 
Wo cannot, therefore, altogether ignore the expenditure on production. Again, 
expenditure is largely dependent upon income. It is extremely difficult to 
broach the subject of income amongst ignorant and suspicious people. How- 
ever, without that information it is difficult to say how far the fnmil)r 'can 
continue to incur expenditure at the present rate. An estimate of income 
has, therefore, been made through information collected in an indirect manner 
and the credit or debit balance has been worked out. The families have 


been divided into three equal groups on the basis of annual per capita expen- 
diture on the consumption side to indicate the general level of living standard. 
Each of these groups has been subdivided accordmg to the financial stability 
at that level to obtain what we have termed the ‘ Index of Prosperity ’ (vide 
key to the family schedule). 

The mean annual per capita expenditure on the consumption side is Rs. 165 
S. p.±56 and the limiting values which divide the families of moderate means 
from the higher and the lower groups are Es. 180 and Es. 135 respectively. 
The minimum annual per capita expenditure inciraed by a family amounts 
Es. 26 and the maximum to Es. 581. The index number of wholesale 
prices dmmg the period of survey (le., the first 7 months of 1944) averaged 

^ The coTrcBponding figures for rthe 

+T, 228-2, 190-4 and 241-7 re^ectively. Reduced to the 'pre-war 

Capita expenditure (consumption) works out to 
'shown in Table^L^^^^^”*^ families according to consumption level is 
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Table LXXTX. 

Frequency Distribution of Families According to Expenditure on the Oonsump' 

lion side. 


All famlllos graded nt Intervals of Its, 10. 


All families graded at intervals of Us. SO. 


Consumptlonjicr 
capita . 

' Enmllics. 

Consumption per 
capita. 

families, 

Ko. 

Berecntage. 

No. 

Fcrcentage. 

Belov Its. 

100 

55 

10-7 

Belov Hs. 100 

55 

10-7 

tt It 

110 

20 

3-0 

.. 160 

ISS 

30-1 

ft It 

120 

37 

7-2 

.. „ 200 

163 

20-1 

f» If 

130 

43 

8-4 

250 . 

74 

14-S 

•• II 

140 

41 

8-0 

„ 300 

21 

4-1 

It II 

150 

44 

8-6 

tt tl 850 • 

12 

2-5 

II II 

leo 

3.5 

8-8 

.. .. 400 

7 

1-4 

It tl 

170 

32 

S-S 

tl *1 450 • 

4 

0-8 

It II 

180 

34 

8-6 

tl It 600 

1 

0-2 

tl II 

100 

20 

5-7 




II It 

200 

23 

4-6 




11 It 

SIO 

24 





It It 

220 

18 





11 >f 

230 

16 


' 



it It 

240 


1-8 



• 

ft It 

250 


1-4 




Bb. 250 + 


H 

8-8 





512 



512 



Thus poorer families predominate, the families most frequently met with 
being those with per capita consumption expenditure of Rs. 100 to Rs. 150. 
Of the 512 families studied as many as 338 or two-thirds belong to the group 
100 to 200. 


Of the various items of expenditure on the consumption side certain items 
bave been selected as of special interest {vide Table LXXX). 


Table LXXX. 


Mean Per Capita Annual Expenditure in Rupees on Certain Selected Items. 




Food. 


Education* 
Per capita 
of popula- 
tion. 

Medical 

Total annual 


Home 

products. 

Cnsli 

purchase. 

Total. 

.-idvlcc and 
mcdlrlncs. 

per ‘apila 
ronsiiniptlon 
expenditure. 

Mean v-olncs 

50-0 

01-4 

148-0 

1-02 

2-5 

lOS 

Tereentago of total ex- 
penditure on ooasnmp- 
tton. ' 

34-3 

55'4 

80-7 

0-0 

1-5 

• • 


* saw,.— Per capifri expenditure on education for cMldtcii of sehool age is Be. 3-OG only. 
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rood absorbs nearly 90 per cent of tbe total nione)' value available for 
consumption and little is left for other expenses. Of the main items other 
than food, fuel and lighting, interest on loans and taxes take away the major 
part. ]ilone 3 ’’ spent on education is negligible but medicines and medical 
advice claim an appreciable share in the family budget. No comments are 
necessary to emphasise the point that sheer necessities to keep body and soul 
together take away all that the poor man can manage to spend on himself. 
This is not to say that he is able to satisfy his b.arc necessities for two reasons 
(1) His food is inadequate (see Tables LXXVIl & LXXVIII) as a result of 
which his nutritional condition is anything but satisfactory (see also Charts 4- 
and 5). It should also be noted that more than 50 per cent of the available 
amount is spent on the purchase of food and dilFiculties arise when transport 
facilities and movement of the articles of food are restricted or disorganised 
as happened during the war. Bora Union being the least self-sufficient sutfered 
most from essential lack of food. (2) The amount of indebtedness and 
consequent instability even at this low level is considerable as may be seen 
from Table LXXXI. Thus 40 per cent of the families and certainly over 20 
per cent of them cannot obviously maintain the present rate of expenditure 
and are likely to deteriorate progressively. Only ll per cent arc fortunate 
to have a comfortable credit balance. i 

Table LXXXI. 


Frequency Distribution of Families According to Percentage of Credit or Debit 

Balance on Income, : 



Credit balance. 

Balanced with- 

in ± 6% of 
credit 6c debit. 

Debit balance. 


16% or more. 

6—16%. 

5—16%. 

15% orinore. 

Vo, of famUIcs .... 

Farcestage of total famlllei InvcUIga- 
ted. 

67 

11>2 

06 

IS'S 

, 181 
, 301 

08 

10-3 

106 

20-0 


How recklessly some of them live may be exemplified by a family whose 
total annual income which included Rs. 600 as sale proceeds of ancestral land 
was Rs. 1,300 and expenditui-e Rs. 2,580. . . 

The Index of Prosperity Avhich combines both the standard of living and 
the stability has been worked out and the distribution of families in the various 
classes has been shown in Table LXXXII. 

Table LXXXII. 

Frequency Dislribulion of Families According to Index of Prospertty, 


ncgrecofstablllti. 


Contnmpticn level. 

Credit 

16% or 
more. 

Credit 

6-15%. 

Balonccd I 
±6%. 

1 nebit 
6-16%. 

Debit 

16% or 
more. 

Xo. 

% 

Vo. 

% 

Xo. 

% 

So. 

%. 

So. 

% 

Unper Third .... 

iUodle third 

Loner third .... 

Total pet cent 

27 

18 

12 

5-3 

8-5 

2-t 

20 

20 

IS 

6>1 

6-1 

2'e 

61 

05 

08 

10-0 

12-3 

18-4 

26 

38 

34 

6-1 

7-6 

6-7 

30 

24 

42 

7-0 

4-7. 

B-2 


11-2 


12-7 


30-2 


19-3 


20-6 
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The Table LXXXII shows that quite a high percentage of even the upper 
grade families is under debt and the financial condition of about 15 per cent 
and certainly of 8-3 per cent families who belong to the lower grade is beyond 
any hope of recovery. 

The relationship of poverty and disease will be discussed elsewhere. 
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CHAPTER VII. 

Special Groups. 

We have briefly described the family organisation in its various hearings 
in Chapter VI. A number of special studies pertaining to certain stations of 
life suggest themselves in the course of this description. Some of them merit 
separate treatment as otherwise they would over-burden that chapter vrith 
inappropriate material, and would bluer the general picture. We have, there- 
fore, given additional space to information collected on certain addenda to 
the General Individual Schedule. 

The Married Women. — ^The mother is the hub of the family life. It is in her 
womb that the foundations of life are laid. An intimate study of the married 
women in different places is required to understand the problems of health 
and disease concerning her, her progeny and the family as a whole. In the 
present survey we cannot enter upon such a detailed study because it requires 
continuous observations and speciall)' designed investigation. Here we shall 
content ourselves wdth one aspect of material experience namely in its 
bearing on population growth. 

Age at marriage and age at cohabit. — ^\Ve have already seen that there is, 
on an average, an interval of one and half years between the age at marriage 
and the age at cohabit. However, as may be expected the period of post- 
ponement of cohabit after marriage regularly decreases as the age at marriage 
increases {nide Table LXXXIII). 

Table LXXXIII. 


Bdatwnshvp Between the Age at Marriage and the Age at Cohabit. ' 


Age at Manlaga 
(Id rears). 

Xuniber. 

CaiDulatlTc 

percentage. 

■.Mid-point or 
class Inter- 
val (In years). 

Average oce 
at cotinblt 
(In years). 

Period ot post- 
ponement of 
cohabit after 
marriage (In 
years). 

—10 

412 

81 -G 

9 

11-4 

2-4 

—12 

?81 

07-0 

11 

12-5 

1-5 

—14 

491 

03-7 

13 

13-4 

0-4 

—10 

94 

08-S 

15 

15-2 

0-2 

—18 

Iff 

OO-O 

17 


0-1 

—10 

i 

09-8 

19 

19-0 

0-0 

—25 

3 

100-0 

S2-5 

22-5 

' 0-0 


While the average interval between marriage and cohabit is about two and 
half years for the bride aged 9 years, it is decreased by a year for a bride two 
years her senior. It is reduced to nil if marriage is postponed to age of 19 
years. 

Age at first pregnancy , — We have noted that the average interval between 
age at cohabit and age at first pregnancy is three and half years. 

Here again, in general the interval between age at cohabit and age at first 
pregnancy decreases with the age at cohabit (see Table LXXXIV). While 
m the first two age groups this interval is large, viz., 6-9 and 4*7 years respec- 
ive y, a ^ on it is more or less uniform ranging between 2 to 3 years. In 
° hree women who lived with their husbands after the age of 20 
i ars, e average waiting period before the arrival of the first child was only 
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T.*2 years, but tlic figure is small. It is rare for a pregnancy to occur between 

14 and 16 years. It is not till 16 years of age that tbe largest number of first 
pregnancies occur. From this discussion it would appear that brides under 

15 years arc immature and marriages at that age should be discouraged. 
Hero is an evidence in support of the view that minimum marriageable age 
fixed in the Sarda Act should be raised l>y at least one year. 

Table LXXXIV. 


Relation sJd]} Between Age at Cohabit and Age at First Pregnancy. 


Ane at eolmbit 
(In yearn). 

Frcfinciicy. 

Ciimalatirc 

pciccntaRc. 

MId.potnt . 
Interval 
(In years). 

Average age nt 
fli a pregnancy 
(111 years). 

Interval between 
age nt rnbabit 
and flrKt preg 
nniicy(ln yearn). 

-10 

20 

I'O 

0 

14-C 

a-0 

—12 

403 

.10*4 

11 

15-7 

4-7 

—14 

raa 

8S-4 

IS 

IS-S 

2-S 

—18 


07-0 

!.■> 

17-0 

2-0 

—18 

24 

00-S 

17 

in-a 

2-8 

—20 

4 

90-8 

It) 

21-5 

2-r, 

—25 

3 

100-0 

22v 

23-7 

1-2 


Table LXXXV. 

Relation Between Age at Marriage and Age at Widowhood. 


Age at mareKige 
(In years). 

1 

T'roqucncy. 

I’crronlage, 

i 

i 

MId.potnt or 
age nt ninrrlnge 
(In years). 

Average nee at 
widowhood 
(In ycani). 

Average 

Interval liotwreu 
marriage and 
widowhood 
(In ycura). 

—10 


104 

1 

30'0 

P 

37-1 

28-1 

—12 


200 

40-4 

11 

35-0 

24-n 

—14 

. 


12-4 

13 

32-6 

iD-n 

—16 



1-5 

15 

28-1 

13-1 

—18 

• 


0-6 ' 

17 

' 47'6 

30-5 

—20 

- 

IHDI 

0-2 

10 

41v 

28-6 


Age at marriage and age at mdoivhood. — Earlier marriage naturally exposes 
:a girl to the risk of earlier widowhood. Table LXXXV which gives the informa- 
tion about the average age at wdowhood against age at marriage fails to 
bring out this point. Considering only the first three classes according to age 
at marriage, it would appear that the average age at widowhood is between 
32 and 37, irrespective of the age at which she married. The period of married 
life amongst those who become widows averages from 20 to 28 years. After 
deducting the prematurity period the remaining married life is insufficient to 
permit a woman to give expression to her full reproductive capacity, for we 
find that the average number of terminations under 35 years which is the 
average age at widowhood is only 6*5 as against the average of 6’7 for completed 
reproductive lives without loss of husbands. Thus a vddow may be expected 
to contribute only about four-fifths of ber quota of children. Since 29 per 


t 
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cent of women become widows, the check on population growth on account 
of the customary prohibition of widow remarriage is not inconsiderable. Thus 
there is roughly 0 per cent reduction in birth rate from this cause alone. Tak- 
ing differential fertility at various ages under consideration this calculation is 
subject to the objection, that due weightage has not been given to the age 
distributions of the women who did not become widows, .and to tlic age distri- 
bution at widowliood. If, we apply the rate.s of contribution at various 
age grou])s of married women excluding widows to the widows at various age 
groups, we find that the total contribution of the widows would have been 261 
as against 4,149 of women wlio did not become widows. In other words, 
the loss of reproduction due to widowhood ninottnts to about 6 per cent of 
what it would have ))con. if there h.ad J>ee« no widows. Tliis method of cal- 
culation is open to the objection that the ]>rcscnt age of widow does not take 
into consideration the actual period of widowhood prior to the date of investi- 
gation. The present calculntion.s assmne a uniform 2 >cr*od of 6 years of 
widowhood which is an underc-stiiuntc and therefore losss of reproduction 
caused by widowhood as given above is also an underestimate. Both 
methods give us tlie .same estimate which is, however, admittedly an under- 
estimate. Our data permits of a more accurate estimate being made but- 
the elaborate calculations involved in this work have not being carried out. 

Infer-rdalion belwcet) vaiain social factors. — Social customs may sometimes 
be related to economic conditions and it may be pertinent to ask whether the- 
average age of women at man'iage, for instance, is related to economic cir- 
cumstances of the family. Tins does not ajrpcar to be the case, in the commu- 
nity under discussion. As between the three economic groups mentioned in 
Chapter VI the difference in the average marriage age is not sigiiificant, being 
1 1 *2, 11-G and 1 1*2 respectively for Groups I, II and III. 

VTiile the economic condition does not materinlly influence the age at- 
marriage, education sccm.s to do so, the average age at marriage for the illi- 
terates being 11*3 and for the literates (which includes the few girls -with 
liigher education) 12*6 ; the difference is significant. 

In Table LXXXVI is shown the average number of terminations per 
married women inclusive and exclusive of widows and also for women (ex- 
cluding widows) who liavc completed their reproductive period. 


Table LXXXVI. 


Average Number of Terminations For Married lYomen Inclusive and EiuihMre 
of IffdoM’s and for Completed Reproductive Life. 


.\\<*raj;c <it tf'nnitin* 

linn por married vonmn 

Mernce ya, of termlnii- 
lions yicr niArrlccI notnen 
cxfftKlln!' vfdo^vs. 

AM-ra!>c Xo. of tmiilim* 
tlnii-i per nniiiaii Mlt)i 
Wiiipli-tol fciirr'diiitar 
ttfv (iiieluaiii!; 

A\prnm' Xo of tcrnilna- 
lifiris jier woinm for tlio^e 
who (lB^c completcrt 
their reptOilnoUvc pcriort 
(cveliiiilnp widow <). 

1 

3*5 

3-4 

5*5 

ft*7 


ia 16 per cent. (See Mathen aSd S iStlf 
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Though the difference is small the lower average number of terminations- 
seen in column 2 as compared with column 1 is explained by the fact that the 
widows contain proportionately lesser number of women of immature age. 
It may be stated here, that tliese estimates are jirobably below the actual, 
because some abortions might have been missed. More detailed information 
as regards the progress of fertility with age is given in Table LXXXVII. 

Tablk LXXXVII. 


Number of Terminations and Specific Fertility Rates For lYomcn of Different 

Gaiegories. 


Qulnqucnnliil ngc periods. 


Category. 

—16 

—20 



—36 

—40 

-45 

—60 

504- 

1 . Bo. of women .... 

83 

2-17 

310 

205 

243 

15-2 

150 

02 

SOS 

Average Ko. of terminated pregnancies 
for all married woineii. 

002 

O-GO 

1-0 

3-4 

4-7 

rv2 

5-0 

.’i'l 

fi-r* 

Spcilflo fertility rates per tromnn, 
for qalnquctmlal pcrlotf. 

0-02 

0 -se 

1-3 

1-5 

■ 

0-5 

1 

0-2 

0-1 

t 1 ' 

i « 

2, Bo. of women 

1 

S3 

240 

300 

23S 

100 

1 

105 


1 

44 

1 

1 

77 

Average Bo. of terminations for 
married women excluding widows. 


■ 0-80 

1-00 

S-C3 

5*43 

5-80 

0-22 

0-48 

6-72 

Spchflo fertility rates per woman, for 
qlilnquennlol period. 


0*54 

1-43 

1-04 

1.83 

0'43 

0-33 

0-20 

0-24 

, i 

3. Ko. of women 

• • 

4S3 

348 

205 

245 

580 

.. 


•• 

Average Bo. of terminated pregnancies 
Including widows malcfog adjust- 
ment for the period of widowhood. 

1 

• • 1 


2-03 

3>53 

5-16 

0-00 

! 

j 

i 


Spcclflc fertility rate per woman, for 
qnlnquonnlal period. 

•* 

0-40 

1-03 

I'jo 

1-02 

0-85 

• • 

* • 

_ 

4. Ko. of women .... 

S3 

252 

317 

200 

242 

152 

100 

02 

S7*! 

Stjccinc forttlHy rate on llio haste of 
deliveries In 1043 per woman for 
quinquennial period. 

0-00 

t-oo 

■ 

1-24 

0-03 


0-27 

0-11 

0-02 


One of the main purposes for which maternity history is employed, is to 
gain knowledge about the contribution that the women may make towards 
probable increase or decrease of population in the near future. We have two 
sets of information from which this knowledge may he gained, viz., {l) the 
number of terminations for each woman up to the date of invesitgation and 
(2) the results of deliveries during the year 1943. In both cases'the abortions- 
and still-births are included but their number is small and these arc not likely 
to seriously influence the main conclusions. The data are included in Table 

LXXXVII. , . . 

In order to give a visual idea of the jwogressive number ol ternunations 

■with advancing age the above data have been shown in Chart 6. It will be 
remembered that the number of terminations given in the Chart include 
abortions and still-births. Probably these are under-estimates, as some 
abortions are likely to have been missed However, the curves are fairlw 
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Tcgulatj and more so when the widows arc cxchidcd, or the widows and their 
terminations up to tlic age of widowhood Imve been taken into consideration. 
The inclusion of widows and their {crininations lowens the curve. We have 
already made some comments in this connpction(sec page 1 00). An additional 
reason may be tlic reduced contribution to reproduction by the liusband during 
the period of sickness preceding death. At any rate it would be interesting to 
comjiare these curves with similar curves if they can be obtained for other 
'Communitie.s. In Table LXXXVIIl are shown the fertility rates per tfiousatid 
per nmnim calculated in three different wa_ys referred to above. For purposes 
of comparison similar data has been included for the Ukrain. Bulgaria and 
Sweden. 



-uo 


— yo 

1 

— S.'. 

110 


301) 

yon 

lO** 

280 

328 

300 

218 

294 

20S 

180 

41 

Cl 

259 

22} 

33 

210 

27.1 

200 

7 

101 

209 

239 



Taulk LXXXVIIL 

Gomparaiive Staiement of Specific Fcrlilily Italcs per Thousand per A7inum for 
Singur and for (he Ulraiu (7926-27}, Bulgaria (7921-26) and Norway 
(7874-76). 


Api' (iroiij)*. 


Slnutir 11)1 m.irrleil WDiurii 
Slnftur nomcn cxcliidini; wkUmi 
Singur uomcii, 1913 cNiicrlrncc niilv 

Ukrain 

Dulgarld 

Jforway ... 


Comparisons given in Table LXXXVIIl are interesting. In foreign coun- 
triM the data include all women married or unmarried and births whether 
legitimate or illegitimate. Besides, by the term ‘termination’ live-birth 
only is usually implied. In the present investigation the termination includes, 
though as we have already observed, not fully, the abortions and still-births. " 
Again, we have included unmarried women and the question arises as to ■yvhat 
extent the Singur data presented here are on par with the data of the foreign 
countries and in fact objection may be taken to the use of specific fertility ■ 
rate as applied to the Singur data for the reasons given above. However, 
in actual fact, abortions were rarely recorded, and still-births were very few ; 
we do not think that the inclusion of abortions and still-births really intro- 
duces any material error. During the year 1943, of a total of 322 termina- 
tions recorded there were only 6 abortions and 10 still-births, and it should 
be reinembered that these data relate to immediate past. Abortions or even 
still-births occurring years ago are mostly forgotten. As we have obserVed 
px^nously, all women above 20 are married and thus the married women 
and total number of women are synonymous. Between 15 and 20 years the 
constitute 94 per cent of the population, and for the sake of 
iicgleot the Unmarried six per cent because unlike foreign 
tween 10 and^l^^5 to the risk of pregnancy. It is true that be- 

inclusion of married women is 21-9 only, and the 

Tried girls m the group would entirely change the fertility 
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rate, but the above argument applies here with greater force. On the whole* 
the figure given in the table prc.sents a better measure of fertility rate for 
girls between 10 and 15 years than the one calculated in conventional mannei*. 
In an}^ case, no comparative figures for foreign countries are available. How- 
ever, there remains anothe]* important point for consideration, viz., the in- 
clusion amongst the man'icd women of widows who constitute as much as 
29 per cent of women but who do not make any contribution towards repro- 
duction. Against this, we have the fact that in foreign countries unmanied 
women are included in the estimates of the .specific fertility rate. The pro- 
portion of unmarried women may var 3 r from country to country. In any 
case, their inclusion in the calculation justifies the inclusion of widows in our 
calculation for purposes of comparison. With the above introductory note 
we may compare the data presented in Table LXXXVIII. The ])oint to note 
is that the Singur women make most of their contribution in earlier age groups 
than their European sisters, particular!}' those of Norway. Clear cliange 
in this respect occurs at the quinquennial period, 35 — dO. Since the pro- 
portion of younger woman in Singur population is also highci- it stands to 
reason that a successful attempt towards the postponment of marriage by a 
couple of years beyond the maturity age would materially lower the total 
fertility rate whatever other advantage.'? — social, cultural and biological — 
such a reform may bring about in its train. 

7n the light of the above discussion it may be interesting to compare the 
Reproduction Rales calculated from our data (1943) with those of other 
countries {vide Table LXXXIX). 

Table LXXXIX. 


Gross and Ncl Reprodvcliou Bates for Singur {1943) and Certain Other Countries. 


Country. 





Gro<<'( Rcprudiictloii Rate. 

JTet Roprodiirtlnn 
Rato, 

SitWir (ini:i) 



. 

* 

2-010** 

i-130^» 

»Ul.nitiio (Ul2C-*27) 





2'jpr» 

1-070 

•Bulsarlii (192(1-27) 





• • 

1-440 

tNorway {1911-20) 





-- 


flttily (10)1) 






1-209 

'tnuropcaii 3Iii«<il.B (1.190-07) 





•• 

ic.->o 

♦Dcuiiiark (192u-.3r,) 





1-1C3 (inelMdiiie 
lllCRltlllUltc) 

1*012 

*AHslT!ilhi(1932-3t) . 





X-017 

0*035 

•France (1933) 





1-003 

0*800 

•Sweden (IBS!) . 





0*815 

0*727 

•Cermnny (1033) 





0*801 

O'COS 

•Eligh-ind (1933) . 





0*800 

0-704 

•U. S. A. (1933) . 




, 

1-044 

0*040 

•.Top.™ (1020-31) 

• 

• 

- 


2-824 

1*5I0 


• Quoted ftom Popidatlon nn<l ■Fortuity by n. V. GIbot and C. P. Bliickcr, Xlio Popitlnllon Investigation 
■t Mennircmcnt of Popiilntlnn' Growth hy 31. It K«cr.yo<i].i 3935. 

•* Tlio scs ratio at birth and tlio life table for the whole of Bcncal (1031 Ccnsii<i) have been used for 
Oalcdiatlong, 
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According to this calculation the Net lieproduction Hate for Singur is a 
moderate one. This is only a tentative conclnsion because estimates based on 
one year’s experience of a small area are liable to error and the figures of Net 
Keproduction Rate quoted above are 15 or more years old for some countries. 
According to more recent calculations (1935) the Net Reproduction Rates for 
most countries are considerably lower; thus the Ratio have been reduced 
to below 0’8 for Norway and to below 1*1 for the Ukrain in 1935. 


While the present experience may not justify much concern over the rate 
of growth of population, the great difference between the Gross and the Net 
Reproduction Rates for Singur as compared with the other countries points 
towards the excessive wa.ste of life which takes place between birth of the 
girl babies and their reaching maturity. The Ukraine and Japan are the only 
other countries presenting similar differences but not of the same magnitude 
as Singur. 

Antenatal service . — A considerable amount of mortality to which reference 
has just been made occurs in infancy. Infant mortality is 137 and neonatal 
mortality is 75. The latter ma}' be considerably reduced by efficient ante- 
natal and natal care. Women’s history concerning the antenatal care, has 
not been collected satisfactorily for 1942 ; but for 1943, 292 histories have 


been completed agamst 322 known terminations. The history of deliveries 
are recorded in the family schedules even when the woman is not present at 
the time. This would explain missing histories regarding antenatal cares 
in 26 instances. The 1942 records are available for only 194 women which evi- 
dently indicates large number of omissions. Unfortunately this part of the en- 
quiry is unsatisfactory due partly to the lack of training of the investigators 
and partly to the unudllingness on the part of women to give information. 
In future enquiries, therefore, special effort should be made to employ female 
workers to whom this part of the work may be entrusted and adequate train- 
ing should be given specially, if male workers are engaged. Combining the 
information for the two years, statement of antenatal care in relation to the 
kind of terminalaon is given in Table XC. There were 4 abortions, l2 pre- 
mature live-births, 10 still-births, 461 full term live deliveries, 6 full term still- 
births and one t’!^ birth. Exact information for 12 other cases was not re- 
corded. In majority of oases antenatal care was rendered by non-medical 
agenci^, only 21 were attended by medical personnel. Only 6 women attend- 
ed climes and 321 were attended to at home. Although full instructions as 
regar^ classification of adequacy of antenatal care were given in the adden- 
•dum itself, the investigators failed to follow them, and the records are un- 
reliable for this analysis.^ At most 6 women could have received adequate 
antenatal care. Even this is unlikely because adequate antenatal care has 
been de^ed as one complete physical examination; one other visit to the 
clime and at least 3 home visits. As we have seen, home visits were made 
in fairly large proportion of cases but this has fittle sigmficanee. Under the 
ciicu^tances, it is neither possible nor desirable to enter into any discussion 
regarding the value of antenatal care but the results of delivery according to 

.r “ '‘"psa tk”* “ 

h. ibmwn rm Cure Service has heeii oiganised some light will 

newborn In thw »» ^ rendering benefit of permanent value to the 

newborn. In this conneccion one should not lose sight of the fact that the 
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^problem of estimating tbe value, of antenatal care would requiie considerable 
analysis so as to eliminate the influence of other factors. 

TAimE XC- 


Antenatal Care Bcceived and the Nalttre of Tcnnhiation. 


AntcnatAl care receli-cd. 

X.ittiru of Tcriiitn.ittniis. 

Tut.il. 

1 

1 

AborHolU. 

Frcmaturc. 

Full term. 

Dead. 

Alive. 

Dead. 

Alive. 

1 

Attendance at Clinic 

_ ! 

0 

0 

mm 

0 

5 

5 

Attendance at hou«c 


1 

4 


Bl 

20S 

321 

Xit .... 

• 

a 

3 

3 

■B 

163 

107 

Total 

• 


in 

■1 

■ 

401 

403 


Of the 21 casc.s in which expectant mothers were attended by the medical 
personnel in the prenatal period, 19 resulted in live-births and 2 in premature 
births. Three of these infants died. In the group of 279 cases in which the 
mothers were attended to by non-mcdienl agencies 1 terminated in abortion, 
6 in premature still-births, 6 in premattire live-births, I in full term still-births 
and 262 in full term live-births. Of these 35 infants subsequently died. There 
is no significant diflcrence in the survival of the infants between the two 
-groups. 

Posl'pariwn service. — Information is available for 297 women who deli- 
vered in 1943. Twelve of them received attention from medical personnel, 
23 from non-medical trained agency and 168 untrained persons. No service 
was rendered to 104 mothers. Only 18 women were adequately attended to 
which means that they received a visit from a health visitor or a certified 
midwife within 48 hours of delivery and at least 3 more visits subsequently. 
In 17 cases the service Avas inadequate, that is to say that one or the other 
-of these conditions was not satisfied. In the remaining cases post-partum 
•service was negligible or nil. Thus, much remains to be done in the field of 
domiciliary midwifery which is necessary for bringing about a reduction in 
' maternal and neonatal deaths and for prevention of damage at burth. 

Pbegnajit Women. 

General Health . — ^There were altogether 73 pregnant women of whom 60 
"dooked healthy, 9 were obAnousIy pale and 4 were oedematous. The discovery 
•of 18 per cent of sickly women amongst them, on inspection only, calls for 
farther investigation. 

Antenatal care was being given to only 2 out of 73 pregnant women con- 
tacted, One of them had not yet completed the 6th month of pregnancy and 
' the other was between 6 and 7 months. The distribution of the month of 
gestation from under 4 months onwards was fairly ev n except for a clumping 
together of pregnancies between 8 and 9 months; alsc thea were only 2 women 
•in 9 months of gestation (see Table Xd). 
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Tabi® XCJI. 


Distribution of Pregnant Women According to iJie Month of Gestation and Ante- 
natal Care Received. 


Antcnatn] Cllnir. 

Mont |i or dcotatton. j 

Total. 

— Sui 


— im 

— olll 

— Cm ' 

' 

— 7in 

— Sm 

^Om 

Om 

Yes ... . 

■ 

B 

. . 

• • 

B 

1 

. . 

. . 

B 

! It 

No .... 

I 

1 

10 

8 

1 

B 

11 

IS 

■ 

71 

Total 


■ 

10 

8 

■ 


11 

l.S 


73 


Fiom the administrative point of view it is of importance to know the 
distrihution of pregnant women by villages. During the period of 7i months 
when the survey was conducted 73 pregnant women were discovered. How- 
ever, since villages were not revisited for purposes of contacting ■women who 
might have become pregnant after the visit to the Aullage, and because the 
information relates only to the sample population, it cannot serve the purpose 
stated above. Of the 92 villages or parts of the villages which were separately 
numbered, pregnant women were contacted in 40 onl 5 ^ In the selected fami- 
lies of 20 villages there was only 1 pregnant woman, in 11 instances there were 
2 each, in 5 instances 3 each, and in 4 instances 4 each. Similar analysis for 
the whole population should be of value. 

Subjective symptoms were absent in 55 per cent of pregnant women. 
Tired feeling was complained of by 26 per cent, headache by 18 per cent, 
sleeplessness by 11 per cent, pain by 14 per cent, fever by 7 per cent, cough 
by 4 per cent and other complaints by 6 per cent. Thus tired feeling, pain and 
headache and in some cases sleeplessness are the main complaints. It has 
not been possible in this survey to relate S 3 Tnptoms with physical .signs. 
Further analysis shows that primipara experience the subjective symptoms 
more frequently than the multipara, and this is so "with respect to each of the 
complaints recorded here except headache which is more frequent amongst 
the multipara. In general appearance there is no difference between the 
primipara and multipara. The data are too small for more detailed analysis 
in relation to parity. "While paleness may appear quite early in pregnancy, 
oedema is not common in that period. 


Inpant. 

On relinquishing his dependent existence in the mother’s womb the new- 
born baby is subjected to the combined influences of his recent intrauterine 
experiences, his perilous jommey to the outer world and the emdronment to 
which he is now exposed. Apart from the immediate risks of his life and 
well-being much of his new experience during the first year of life has a more or 
less peimanent effect on later life. In a general health survey we cannot 
asse^ the nature^ of these various forces. All that we can hope to do is to 
touch upon cCTtam important aspects of the baby’s environment and on the 
progress in his development. Further remarks as regards illness and the 
factors associated with it ^vlll he found in Chapter XI. 
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Place of birth. — ^The information is available for 268 infants. Of these 
239 "were born in the village and 19 outside the Health Centre Area. All 
but four babies, out of 266, for whom information is available, were born at 
home, two women were delivered in the Maternity Home at Singur, one in 
Singur hospital and one in a hospital outside. Thus institutional deliveries 
are not popular. 


Table XCII. 


Distribution of Deliveries According to the Agencies. 



Agonoles. 



Doctor. 

Health 

Visitor. 

Mldnrlfe. 

Dal. 


Vono. 

Total. 

Vo 

■ 

■ 

10 

ISO 

78 

3 

2E9 

. reimntagr . 

■9 

■1 

s-e 

01*8 

80-1 

1-2 

•• 


As may be seen from table XOII, Dais attend over three-fifths of the deli- 
veries (62 per cent). No professional assistance is called for in one-third 
cases of which 1 per cent are unaided deliveries. Professional service of 
doctors, health visitors and midwives is availed of in 7 per cent of cases 
only. 

In regards to domiciliary service opinions are divided. One view is that 
the Health Agency should try and contact the pregnant woman as early as 
possible, arrange for thorough examination, popularise the clinic visits to 
give advice and provide antenatal supervision. By doing so the abnormal 
conditions likely to complicate delivery could either be corrected or cases 
sent for institutional treatment and deUveries. Normal labour could be left 
to the trained dais who would understand that cleanliness was all that was 
needed and undue interference caimot do any good but might do harm. 

The other view is that " a friend in need is a fidend indeed !” Therefore 
the -popular demand of professional assistance at the time of delivery even 
in normal cases should be met to allay the anxiety of the mother and relations 
and thus ensure co-operation in carrying out otW public health policies. It 
remains to be seen which of these views ultimately prevails and with what 
results. 


Table XCIII. 


Distribution of Postnatal Attendance According to the Agencies. 





Agenclce. 




• 

- ■ 

Doctor. 

Health 

Visitor. 

MlOtflfo. 

Dal. I 

Bdatlon. 

Vono. 

Total., 

» 

Vo. ... 

■ 

10 

8 


70 

82 

72 

217* 

Percentage 

■i 

■B 

3-1 


so-e 

, 81*» 

28-0 

•* 


*Ibciitin'btrofliif«iit«lneluded In thetaUeirMSS?. ' IntluMlnstaneettnoTetliaiionenttMrattondtd. 

I 


K 
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Table XCII provides infoimatioDs about postnatal attendance. It 17111 
bo observed that the mother receives no assistance in 28 per cent cases and 
only the help of the relatives in another 32 per cent cases, dais visit postnatally 
in 30 per cent and health visitors in 6 per cent of cases. Attenadance by 
niidwives and doctors are less frequent as they attended only 3 per cent and 2 
per cent cases respectively. 

The weight at birth is rarely taken. In the present series only 2 babies 
were weighed, one being 6 lbs. and the other 7 lbs. 

All the infants were fortunate in having their mothers alive during infancy. 
From table XCIV it will be seen that about two-thirds of the babies below 11 
months of age are entirely breast fed and the re m a in i ng one-third receive 
cow’s miUc, in addition to mothers’ milk. In two instances, the supplementary 
milk used is dry milk. In four cases the infant receives supplementary milk 
before the age of 3 months presumably due to the insufficiency of mother’s 
milk, an equal number do so between 3 and 4 months. As their age advances 
more or more babies take outside millr in addition to mother’s milk, and after 
10 months the number of such infants is greater than those entirely on breast. 

Table XCIV. 


Distribution of Infants Armriing to Age and Milkfeed. 


UUk-facd, 

Age In 
Week. 

Age In month. 

Total. 

Ter tent. 

i 

H 

a 

7 

f 

— 3m 

1 

— 6io 

S 

1 

B 

f 

fl 

I 

7 

1 

7 

Ubthu'iionljr 

2 

0 

12 

22 

28 

18 

12 

18 

12 

IS 

8 

21 

178 

ee>s 

Kotnn'atnd freak 

■1 

n 

0 

4 

4 

1 

7 

12 

7 

» 

7 

28 

88 

88-0 

VottiVaMl dtr 

Id 

0 

0 

0 

0 

0 

0 

0 

1 

D 

1 

0 

2 

01 

Total 

2 

s 

12 

28 

32 

23 

IT 

Q 


22 I 

10 

D 

281 



Othor feeds.-~Ovec three-fourths of the babies do not receive any food 
other than milk. Fifteen per cent get cereals and 8 per cent sago. Fmits 
and green vegetables ate rarely given. Two infants received cereals or sago 
early as under three months and 7 others before they were six months old. 
This is not desirable because at such an early age they cannot digest starch. 

Table XCV. 


Distribution of Infants According to Age and Other Feeds, 











































109 


Teeth. — ^According to the Ametican standard, two lower central incisors 
'erupt between 6 to 9 months and the two upper central incisor come out be- 
-twcen 8 and 12 months. It is generally believed that, in this coimtry, teeth 
begin to erupt from 6 months onwards and maldng allowance for one months’ 
delay, we should expect that majority of 132 babies above 6 months of age 
to have cut 1 to 4 teeth. One should at least expect that half of the 50 infants 
'.between 6 and 8 months and all the 82 infants between 8 and 31 months, i,e. 
.107 out of the 132 infants between 6 and 11 months should have cut some teeth. 
•Actually, only 45 or 42 per cent of the expected number possess one or more 
teeth {Vide table XOV(A)). Again, if we expect the eruption of at least 
one tooth between 6 and 8 months, two between 8 and 9 months, three between 
9 and 10 months and four between 10 and 11 months the 132 babies should 
have had 296 teeth between them. Actually the number is 210. Thus, we 
find that tooth eruption is much delayed amongst Singur babies. However, 
-some infants have erupted a fair number of teeth — ^five teeth in five cases,' 6 
teeth in 6 cases, 7 teeth in 1 case, 8 teeth in 5 cases and 9 teeth in 2 cases before 
■completing 11 months. We have no information, as to .when they cut their 
first tooth. ' 


TABI.E XCV(A). 

Dtstribution of Inf ards According to Age and Eruption of Teeth. 


Teeth. 

Age. 

Total. 


IjSjQII 





— Om 

—Tin 

—8m 

~9m 

gi 

Hgi 

0 . 

2 

9 

10 

ss 

31 

23 

10 

30 

20 

10 

i 

IS 

203 

1 e 
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0 

0 

0 

0 

0 

0 

0 

0 

n 


2 

3 


0 
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0 

0 

D 

2 

3 

5 

3 . 
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0 

0 

0 

0 

0 

0 

0 

0 
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0 

1 

4 . 
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0 

0 

0 

0 

0 

0 

0 

0 

0 

.3 

14 

17 

B . 

0 

0 

0 

0 

0 

0 

0 

0 

0 

1 

1 

3 

B 

0 . 

0 

0 

0 

0 . 

0 

0 

0 

0 

0 

0 

1 

6 

6 

7 . 

0 

0 

0 

0 

0 

<0 

0 

0 

0 

B 


B 
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8 . 
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0 

0 

“ 0 

0 

0 

0 

B 

1 

B 

6 

■9 . 
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0 

0 

0 

0 

0 

0 

0 

0 

0 

<1 

2 

' Total . 

« 

0 

10 

25 

31 

23 

10 

30 

20 

22 

13 

47 

251 


General Development. — ^None of the infants below 3 months could hold up 
theheadandonly.5outof32 conld do so when they were between 3 and 4 
months {vide Table X0V(B)). Out of the 42 infants between 4 and 6 months 
13 were able to hold up their head, which they were expected to do, at the age of 
4 months. Nineteen out of 68 infants were more advanced than average in as 
much as they were able to sit without support before they were 10 months 
old. However, out of the 50 infants between 10 and 11 months who should 
have been able to sit up, only 37 could do so. None of the babies was able to 
orawl before he was nine months old and the first baby to crawl is between 
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General Development of Infants. 



PnE-Scmooi. Ceild. ^ 

. d»isf^ ss «>33S i^s 

tke toddler’s life pertammg to the food promem lo 

general development. of the toddles 

Breast feeding should stop at 10 months hut ^ XCVI it would 

in Singur have not yet been completely weaned Jto ^ birthday, 

appeal that only 6 per cent had completed ® bich breast feedmg 

The process is very slow, and the “ost co^on g ts cannot afford 

stops is two yews. This is largely due l^e fact that pa 
cow’s milk as may be seen from table XCVH. 



Table XCVI. 


Distribution of Pre-ScTiool Children According to Age at Weaning, 
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Age at wcahlng. 





B 

T 

a 

a 

1 

— 12m 

6 

*a 

1 

s 

2 

1 

a 

1 


■ 

I 

B 

36m 

Total 

Bo. 


• 


B 

8 

22 
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Table XCVII. 


Distribution of Pre-School Children According to Age and Quantity of Milk 

Feed. 


— 

' — ! 

2 yre. 


3 yr<. 

— 

4 yre. 

- 

-5 ytp, 

Total, 

No. 

m 

Ho. 

% 

No. 


No. 

0/ 

/o 

1 
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% 
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62 

38-0 

87 

40-8 
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ISO 

60-7 

361 

51-4 

—10 OB. ■ 

86 

62-1 

77 

41-4 

ED 

s;m 

OB 
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300 

10 01 . and over 

16 
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22 
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17 
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16 
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Table XCVIII. 


Distribution of Pre-school Children According to Age and Pegularity of Milk. 



Veoding Ago. j 

Total. 


—2 yi8. 

— 3 JTB. 

— 4 yt"!. 

— 5 yrs. 

^SUUr . . • • 1 

76 

71 

41 

52 

239 

Total Ho. 

168 

180 

178 

21 1 

741 

'PBrocntofEcgalorlty 

400 

38-2 

23-0 

24-3 

S2<3 


It will be seen from table XCVII that 38 per cent of children between 1 
and 2 years, 47 per cent between 2 and 3 years, 67 per cent between 3 and 4 
and 61 per cent between 4 and 6 receive no milk at all ; 52 per cent, 41 per- 
cent, 33 per cent and 32 per cent for the above mentioned age groups respective- 
ly receive less than 10 oz. of milk. Eight to 12 per cent are given more than 
'that quantity, at different ages (see Table XCVII). One must not, however, 
forget that all children who are fortunate enough to get some milk do so every 
day. Only 46 per cent, 38 per cent, 23 per cent and 24 per cent of children 
'between 1 and 2, 2 and 3, 3 and 4 and 4 and 5 years respectively have 
segular milk feeds. (See table XOVIH.) 
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What is missed hecanse of scarcity of milk is not always made up by other 
•articles of diet lich in biological proteins (see tables XCIX and C). Less than 
2 per cent of children under two years get meat and that too occasionally,, 
none of them take any egg and more than half (54 per cent) do nob take any 
fish. Thirty one per cent eat fish occasionally and 15 per cent twice a week 
or more often. Only 40 per cent of these young children take green vegetables- 
-daily and another 21 per cent have them less frequently. T^ts are more- 
scarce, only 6 per cent are able to get some fruit twice a week or more often, 
and 31 per cent less frequently. About 22 per cent of them do not even- 
have cereals. Between 2 to 3 years the child has a somewhat better chance- 
-of getting meat occasionally and about 71 per cent of them have fish though 
only 20 per cent are lucky enough to have it twice a wedc or more frequently. 
Some six per cent may have eggs occasionally. Green leafy vegetables ate* 
commonly taken (88 per cent) but they are available daily to only 56 per 
cent. About 53 per cent have some fruit. Barring 6*6 per cent cereals ate 
taken by all. When the child gets a little older that is between 3 and 4 years 
his chances of getting meat, fish and eggs improve, as 12 per cent may have 
meat though only occasionally, nearly 91 per cent eat fish and 9 per cent eggs. 
Green leafy vegetables and cereals are available to all but 2*3 per cent and. 
half the children also get fruit. All children between 4 to 5 years have cereals 
and practically all of them have green leafy vegetables ; fruits are available 
to about 56 per cent. Meat is taken by some 14 per cent and fish by 94 pet 
cent though occasionally in most instances, but eggs are available to only 
13 per cent mostly less than twice a week. 

Table XCIX> 

Distfibution of Pre-School Children According to Age and Intahe of Yegetable Food,. 


Arp. 


— 

— 

- 

5 yrr. 

; - 

Syrt. 

— lyj*. 

- 

1*) >T84 



Xo. 

% 

• No. 

0/ 

• /o 

No. 

K 

I'd 

No. 

% 

Tagetable rood .4 

Nil . 


21 

13 

9*0 

H 

2-3 

u 

0 

( 

Cneali 

127 

781 

. 171 

D3-6 


B7-7 

211 

.100-0- 

0-9 


' . 

IS 

28-1 

. 21 

11-B 

HH 

2-3 

2 

Green venetivlile 

■Less Uian flnUy . 

SI 

Sl-0 

68 

. 32-0 


17-6 

23 

"l0'7 


1 naiiy 

SI 



- 56-4 


80-1 

189 

SB-S-- 

rcnlt 

Nil . 


■ 

1 87 

■ 47-5 

93 

52-6 

91 

11-1 

IiRis than twice a 
week. 

it 

■a 

88 

48-1 

77 

43*5 

102 



Twiee a week or 
mete. 

:o 

1 fl-3 

8 

; 4>f 

7 

1-0 

17 

1 

8-0.- 
















113 


Table C. 

Distribution of Pre-School Children According to Age and Intake of Non-Vege- 
tarian Food. 
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n week. 

SO 

3J-1 

Oi 

SD-8 

125 

60-8 

124 

57*0 

j 


1 

Twice a week or 
. more orten. 

2-1 

14-0 

37 

20-0 

.37 

20-7 

77 

30*0 


I" A’« . 

. , ■< I.e^s than twice a 

1 n week. 

157 


177 

05-7 

IS.’i 

88-1 

184 

88-4 

Heat 

3 


8 


10 

10-8 

28 

13-1 


1 

Twice a week or 
more often. 

0 


■ 

0 

o 

1 

M 

1 

0-5 


With such poor diet, it is no wonder that growth and development is slow 
and slunted. We have already made a reference to the low standards of 
height and weight of Singur children as compared with those of the Western 
countries, hut a closer examination reveals highly unsatisfactory conditions* 
Two to six per cent of children varying according to age are rickety {vide 
Table Cl), and quite a large percentage have delayed dentition. While nor- 
mally 20 teeth should appear by the end of the 2nd year, only 38 per cent, 
82 and 99 per cent of the Singur children between the ages of 2 to 3, 3 to 4 and 
4 to 6 respectively had 20 or more teeth. Strangest of all was the delay in 
the closure of anterior fontnelle. The bones should normally join by the 
14th month but as may be seen from table Oil, 69 per cent of the children 
between 1 and 2 years, 42 per cent between 2 and 3 years, 12 per cent between. 
3 and 4 years and over 1 per cent between 4 and 5 years of age had patent 
anterior fontanelle. 

Table CI. 


Distribution of Pre-School Children According to Age and Preseiice of Rickets. 


nickets. 

Age. 

Total. 

— Z yre. 

— 3 yrs. 

— 4 yrs. j 

— 6 yrs. 

Ho 


153 

175 


210 

711 

yos .... 

• 1 

• 10 

10 

mm 

4 

20 

rereentage of rickety 

1 

• 1 

O-l . 

S't 

mBm 

l-O 

1 
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Tablk CII. 

Distribution of Pre-School Children According to Age end Condition of Anienor 

Fontandle. 


Anterior Fontnnclle. 

j Ane. j 

< 

1 Total. 

-2yp(. 

—3 yrB. 

— tyra. 

— 6 yta. 

Open . . 

11*2 

77 

22 

3 

2U 

Oloied .... . 1 

50 

ins 

ISS 

211 

524 

Fuoent&pe open | 

00 1 


12-4 

1-4 

29<0 


Functional development of our children ie also greatly retarded {vide 
Table CIII). About one fourth of the children between 1 and,2 years are still 
crawling, 7*6 pet cent of them between the age of 2 and 3 years still require 
support for walking, and 7 per cent 3 to 4 years old are unable to run about. 

tabiie cm. 


Slate of Functional Development on Pre-School Children. 


raDotlonsl dnralopneat. 

Age. 

—2 yrs. 

1 

— 3 yrs. j 

- 

■4yTB. j 

- 

-Syri. 

Ho. 

% 

Ho. 

% 

Ho. 

% 

Ho. 

% 

Crawling .... 

36 

22-4' 

c 

3-2 

B 

m 

0 

0 . 

Walking with tapport 

60 

32-1 

14 

. 7'B 

fl 


1 

0'5 

Walking without tapport . 

67 

36-6 

DO 

4B-0 

11 


1 

0-6 

Sonnlttg .... 

14 

■ 

75 

40-5 

1G2 

S3'l 

188 

D8-« 

Total 

160 

■ 

1S5 

m 

174 


100 



Normally a child should be able to apeak in simple sentences by the end 
of the second year and should rapidly acquire coherent and intelligent speech 
thereafter. With many Singur children that is not the case (vide Table CIV). 
About 64 per cent of them between 1 and 2 years, 27 per cent between 2 and 
S years and nearly 3 per cent between 3 and 6 years are not able to speak. 
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Table CIV. 

Lfzstnbiition of Pre-school Children According to Age and Ability to speak. 





- 

Age. 


Total. 


— Syra. 

— 3 yra. 

—4 yiB. 

— 5 yra. 

Speaking .... 

• 

. 

68 

186 

178 

1 207 

573 

Hot apeeking . 

. 

1 

104 

60 

5 


1«S 

Beroontage notapeaklng 

• 

• 

64<2 

27-0 j 

2-8 

3-3 

22-5 


We have made a reference to malnutrition as an important casual factor 
in. the retarded growth and development of the children. There are un- 
doubtedly other factors such as frequent illness to which reference will be made 
later. Hacial factors, heredity, etc., may also contribute their shares but 
there can be little doubt that a great deal can be done towards bringing the 
mafnts and children nearer to passable standards if sicknesses amongst them 
ban be prevented or reduced and their nutrition improved. Perhaps if there 
is one thing more than any other which will help their growth and develop- 
ment and give them a chance in life, it is the provision of good, clean, whole 
milk in sufficient quantities. 

School Child. 

The first step in the progress of public health must necessarily be the 
■dissenaination of scientific knowledge about health and disease. We have 
Already observed the state of knowledge with regard to the family as a whole. 
It has been suggested that school chfidren are the most suitable section of 
the public to imbibe health knowledge and to carry out health practices be- 
cause a deep impression of the essential scientific basis of health practice 
•can be made and hygienic habits cultivated. In table CVI a suidmary of 
the results of interrogation of children attending schools is given. 

It is also believed that the school child would act as an ambassador of 
health for the whole family. However, children attending schools constitute 
only 6 per cent of the population and about 21 per cent of the children of 
schoolgoing age. It wiU be observed that not more than 28 per cent of the 
school children possess elementary knowledge of infection as the cause of 
disease. The mean age of this group of children is 10 years. The poverty 
of knowledge in this respect is disappointing for a community living so near 
to and in such close contact with Calcutta. These remarks apply with added 
force to the state of knowledge of the sohoolgoing children regarding the role 
of common insects like flies and mosquitoes in the transmission of disease. 
Knowledge regarding the faecal matter as a source of infection is also poor, 
78 per cent of children being ignorant. Essential knowledge regarding the ' 
management of a well is possessed only by one quarter of the children and 
•about 30 per cent of them understand the importance of milk for growth. 
It may be noted with regret that milk is not generally available for these 
children. .In a recent survey carried out in certain villages in Siugut Health 
Centre .Area by Sen, Seal and Sankaran (1945) to which a reference has already 
been made, it was found that nearly 50 per cent of school children did not 
get any miHrj 46 per cent received less than 10 ounces daily and only 4 per 
nent had more than 10 ounces of milk. 
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Tabij: CY. 


The State of Knowledge of School Children in Health Matters and Sickness- 

absenteeism. 


Knowledge regarding epeciflc bealtb mnttere and Sick-Absenteelsm. 


Cbildien. 

Infection. 

Inseota. 

Pscces 

disposal. 

Water 

1 supply 
protection. 

rood. 

Exercise. 

PercentaKe pMMtsln); specific know- 
ledge. 


18-4 

32-4 

26-6 

30-* 

34-1 

Fereeatsge of slek-obsentees among 
those poeeesslng the knowledge. 

37*1 

33-.1 

3»-8 

32-3 

36-8 

37-6 

Percentage of dek-absentees among 
those who do not possess the know- 
ledge. 

42-S 

t2'S 

41<2 

43-7 

42-6 

42-5 

ATenge period of sick-shsenteetsm In 
weeks, for those possessing the 
knowledge. 

2-as 

1-41 

1'57 

1-18 

1-76 

1-58 

Avenge period of slek-ebsenieelsm In 
weeks, for those net possessing the 
knowledge 

2-22 

2-46 

2 46 

2-63 

2-48 

2-61 


In table CV an attempt has been made to correlate the possession of health 
knowledge ivith sickness experience (sickness absenteeism) and the duration 
of sickness. It will be observed that there is a consistent advantage for 
those who possess this elementary knowledge than those who do not. The 
difference is greatest amongst the group who know how to manage a well and 
the one that does not possess this knowledge. These differences are not signi- 
ficant, but the consistency of the data cannot be ignored. However, the 
reason for these differences may be other associated factors and not necessarily 
the possession of the specific knowledge. 

Health fra&ices. — Mere knowledge about elementary health matters would 
be of little avail if the children did not practice health habits. The position 
in this regard is more satisfactory except for posture and management of light 
during reading {vide Table C!VI). About two thirds of the children are satis- 
factorily practising health habits as regards the regularity of food, regularily 
of evacuation, mouth hygiene and elimination of hce infection, but the pro- 
portion is reversed as regards cleanliness of nails and tidiness. Fifty-eight 
pet cent of the children ate in the habit of taking bath and attending to their 
personal cleanliness and 62 per cent habitually play outdoor games. Teeth 
are attended to by nearly 50 per cent of children and as many as 66 per cent 
of them keep and use handkerchief. There is remarkable difference between 
the percentages of sickness absenteeism (88-4) and between the average periods- 
of sickness (4'7 weeks) to the advantage of those who keep and use handker- 
chiefs but it can be presumed that a child practising this detail of personal 
hygiene is also practising other health habits which help to keep it free from 
sickness. In these health practices the greatest difference as regards sickness 
absenteeism is to be seen amongst the group of children who take regu ar 
path and those who do not. However it is not statistically significant. Next 
in magnitude, the advantage lies with the group of children practising mouth' 
ygicne and those taKng food regularly. Other items of health practices- 
apprmable differences are outdoor games, posture, reading 
None of these are, however, statistically significant. 


light and tidiness. 















Relation Betiveen Health Practices and Sickness Absenteeism. 
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CFAPTER Vm. 

Nutritional Assessment. 

One of the most difficult problems facing tbe investigator is to determine 
the nutritional status of an individual without earring out a series of elaborate 
biochemical tests which are beyond the realm of practicability in a survey 
like thiSj unless unmistakable signs of vitamin deficiency are present. Various 
indices have been designed to assess general nutrition but none of them have 
found universal acceptance. The best approach to the problem appears to be a 
systematic clinical examination as discussed in the introductory chapter under 
method. Here again, difficulties arise in setiological discrimination for certain 
conditions e.g., ansemia which may arise from a variety of causes including 
mal-nutrition As will be seen below, we have not always been able to steer 
clear of these difficulties. We shall have something more to say on this sub- 
ject when discussing iron deficiency. However, it may be claimed with fair 
justification that as regards the main proximate principles and vitamins a rea- 
sonable degree of accuracy has been a^ained so far as clinical evidence of any 
mal-nutritiin is concerned, without any reference to the subclinical functional 
deficiency or the desirable or necessary reseri'e. 

Nutrition. 

The overall nutritional state of the community as determined by general 
appearance is poor, less than 57 per cent being selected as normal,* 37 per cent 
as slightly subnormal and nearly five and a half per cent as moderately so. 
A little less than half per cent were markedly ill-nourished, (w’rfc Table CVII). 

TABLE evil. 


Extent of General Malnutrition. 


Ocntrnl. 1 VitHmln A 


Vitamin C I Iwn, 


Oradet or dtllclcncy. 


SUgliUy deflelPDt 
IfoderatclT drOclfnl 
Nukcdlf (Itlictrnt . 




3804 03'4 0251 09 0 5709 90-6 3880 61'* 

404 6'4 .54 0-0 1 580 0 3 2427 Sa-6 



Of the specific deficieiirics slight lack of iron was most frequently met 
with. Only 61 per cent of population was classified as normal, 39 per cent 
slightly nnipmic and 0-4 per cent mod -rately so. Some ritamin A deficiency 
was also noticed, a little less than 72 jier cent of the people being found normal, 
27 per cent sbghtly deficient and 1-G per cent moderately deficient. In two 
instances marked deficiency was ob.sers'ed. Mention may also be made of 
efipinney m vitainm C. In t his respect 90-0 per cent were found normal, 

Ja dffirirnrlp<. iffit »o the emichidlna nu.uk> 
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9-2 per cent slightly deficient and 0*3 per cent moderately deficient. The 
position regarding vitamin Bo was also not quite satisfactory, as over 6 per cent 
of the population showed signs of slight deficiency, and 0*2 per cent of moderate 
deficiency. In respect of vitamins and D no deficiency of any conse- 
quence was discovered by ordinarj’' physical examination. 


Sex distribution of deficiencies. 

Tables CVIII and CIX set out information regarding the nutritional condi- 
tion of the two sexes. Generally speaking the females are more poorly built 
than the males. There is but little difference in respect of specific deficiencies, 
except perhaps in respect of vitamin A, in which slight deficiencies are more 
frequent in the males than in the females and iron deficiency is more pronounced 
amongst the latter than amongst the former. 

Table CVUI. 


Summary of Nutritional Assessment of the Male Population. 


Grades of dcflcSencf. 

1 Ooneral. 

Vitamin A 

1 Vitamin B, 

Vitamin B, 

1 vitamin C 

^ vitamin n 

Fe. 

No. 

P.C. 

No. 

P.C. 

No. 

P.C 

t 

Ko. 

P.C. 

No. 

m 


m 


m 

Kormal . 

102S 

SO -3 

2207 

60-8 

3211 


3008 

02.fi 

2040 

1 

90*7! 

3220 

D0.2 

2054 


SUgtit . 

1171 

30-1 

010 

28-S 

35 

B 

231 


201 


24 


1183 

Ml 

Uodcnte and marked 

150 j 

4-0 

01 

I’O 

1 

•03 j 

8 


10 

B 

3 

B 

10 j 

E9 


Table CIX. 


Summary of Nutritional Assessment of the Female Population. 


Grades of dcflcicncy. 

Ooneral. 

Vitamin A 

vitamin B, 



VltaialnD 

1 

> 

No. 

P.C. 

No. 

P.C. 

No- 

P.C. 

No 

f 

P.C. 

No. 

P.C. 

Ko. 

P.C. 

No. 

P.C. 

Normal . 


B4-2 

22CS 


3033 

00-0 

2880 

04-2 

2703 

00-2 

3031 

98-0 

1800 

58-0 

Slight . 

lies 1 

38-8 

700 


30 


173 


280 


30 


1244 


Moderate & marked . 

216 

7-0 

43 

M 

1 

1 0-0 

6 


12 

B 

3 


14 

0-5 


Age distribution of deficiencies. 


On the whole, nutritional condition in childhood is not quite satisfactory. 
Adolescence and early adult life is associated with the best nutritional condi« 
tion. A fairly good nutritional condition is found up to the age of 36 yeaiB, 
Later in life there is more or less progressive decline in general nutrition, the 
most unsatisfactory state being observed in persons over 66. It is particularly 
distressing to note that some of the worst cases are observed in childhood, 
particularly between 6 and 10 years amongst whom 9 per cent are advanced 
cases (vide Table CX). 
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lion, deficiency is not limited to any particular age grou]). However, a 
smaller proportion of cliildi’cn and adolascents suffer froin iron deficiency than 
the adults, middle aged persona and the old people. The last exhibit iron defici- 
■oDcy more frequently and in greater degree than other groups. It is, 
however, somewhat surprisin gthat relatively more advanced cases are found 
j»mongst children than amongst adults. 

Separate analyses for deficiencies in males and females have been carried 
out and the expected numbers have been calculated for general nutrition, 
nnd vitamin A and iron deficiencies (see Appendix VI(B)). The results run 
more or less parallel. As regards general nutrition the deficiency commences 
at an earlier age amongst the females, though more advanced cases are seen 
with greater frequency amongst male children. Such differences in vitamin 
A deficiencies as exist between the two sexes are manifest at all age periods, 
except in the group 55 and above the women show disproportionately larger 
number of deficients but the deficiency is only slight. In regard to iron de- 
ficiency the females show more frequent cases of anojmia consistently in all 
nge groups. Advanced cases are also to some extent more frequent amongst 
them. 


Seasonal changes. 

a. 

In all ill-nourished community, depending as it does for its food supply 
mainly on local products the variation in the available food at different times 
of the year should be reflected in the nutritional status of the people. Tables 
have been constructed for deficiency in general nutrition and in certain factors 
(see Appendix VI(A-G)). They do not show consistent changes in the general 
nutritional condition between January and August in the haemoglobin content 
of the blood and in vitamin Bj. The vitamin A deficiency appears to become 
somew’hat less frequent in summer and early part of the rainy season. The 
chief source of this factor is the green leafy vegetables w’hich are in abundance 
after December. Our data suggests that a period of 3 months or so is required 
for recovery of slight grades of vitamin A deficiency. But severe cases may 
continue to show signs of deficiency for a longer period. Unfortunately our 
data arc incomplete, as the survey was discontinued in August. It would bo 
interesting to see whether the scarcity of vegetable during the rainy season 
again depletes the vitamin A reserve and how quickly signs and symptoms 
reappear. Without undue emphasis on the higher frequency of the degree of 
vitamin A deficiency as noted during the last two weeks of the survey there 
is a suggestion of greater frequency of vitamin A deficient persons cai’ly in 
August. It would be interesting to make further investigation on' the seasonal 
variation of vitamin A deficiency especially from August onwards. 

It is interesting to note that though the differences are small the vitamin 
Bg, vitamin 0 and vitamin D deficiencies are more marked during January 
and earlier part of February. The interpretation of recovery from vitamin C 
-deficiency in the following months is imderstandable because of the availabi- 
lity of green vegetables early in spring. We refrain from commenting on the 
seasonal changes in the frequency of vitamin D and Bg deficient persons because 
the explanation would be highly speculative. jHerc. again complete data for 
.the year would be desirable. It must be remembered that these observations 
for different periods have not been conducted on the same person nor in the 

1 
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Bajuc local area. Wc have more or less moved from north western unions of* 
Singilr and Balarambati to the southern unions of Bora and Begumpur in the 
later part of the survey. Begumpur with its extensive cultivation of betel 
leaves is richer than other areas, and Bora is the poorest umon. However, 
we believe that the seasonal changes that have been noted in regard to the 
vitamin A and perhaps vitamin C are partly due to seasonal factors apart 
from any local economic differences. 

General nutrition and occupation. 

The ill-nourished belong chiefly to the groups “ at home ” and “ at school 
In other words, the worst sufferers are children, women and old people {vide 
Table CXVI). 


TABLE CXVI. 


General Nntniion According to Occupations. 


Grades cfdeflclency. 

Liberal 

profe- 

ssion. 

Land 

Lord 

At 

seliool 

At 

home 

Shop- 

I'CGiicr. 

Arll- 

Ran. 

Cnlti- 

valor. 

Trans- 

port 

labour 

Indua- 

trial 

litbour 

Other 

abonrs 

Total. 

normal 

. So. 

S3 

0 

200 

m 

SC 

27 

780 

8 

81 

273 

3620 

EspMtod , 

• If 

23-0 

32 

210'4 


70 2 

10-4 

002'1 

3-71 

C8-1) 

251-0 


MlSllit 

• If 

10 

0 

ICl 

1392 

31 

G 

354 

O 

.30 

140 

2367 

Esrofto*! • 

‘ If 

ISO 

34 

143'4 

1403 7 

01 -8 

12-7 

433-a 

3-71 

43>1 

164-7 


Slodcrnte S. inniked „ 

1 

0 

24 

2SG 

2 

1 

28 

0 

1 

23 

866 

r-xpetted • 

• #» 




2310 

80 

2-0 

CO-0 

0-C 

7*0 

25-3 


Total 


1 

i 

3S3 

4000 

13D 

U 

11C3 

10 

121 

142 

C333 


General nutrition and wage earners. 

The non- wage earners exhibit more general malnutrition than the wage 
earners both in frequency and in degree. In interpreting this statement one 
should remember that there is a greater incidence of mal nutrition amongst 
women, children and old people as already discussed, because it is from these 
groups that non-wage earners are almost wholly drawn {vide Table CXVJI). 

Table CXVII. 


General Nutrition According to Wage Earners. 


Grades of dedclchcy. 

Yes. 

rcrccnfage 
for yes. , 

Ko 

Percentage 
for 2*0 ’ 

Totiil. 

Sonnal ...... 

mm 

65-2 

2323 


. S5sr 

PIlpM .... 


31-0 

1740 


2330 

A* inprlLod . . ^ 

1 

s 

2-0 

308 

H 

805 

1 

Tout . 1 

■ 


4371 

B 

0311 
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General nutrition and economic status. 

Table CXVIII gives interesting data. j\Inlnutrltion occurs with greater 
frequency in the economic -group TI than in the economic group T, and "witli 
still greater frequency in economic group III, In the third group the normals 
and subnormals are very nearly equal. However, the differences in the three 
groups, both as regards the frequency of malnutrition and its degree are not 
very marked. In other words, while -the relative prosperity enjoyed by group 
I gives it a certain advantage, it is comparatively small. Assuming that 
.the -poor physique is mainly an expression of nutritional deficiency, and there 
arc reasons to support this assumption, the whole community suffers from 
lack of sufficient food even when the major part of the budget is devoted to 
it. Advancement in material prosperity which may raise the standard of 
living in matters other than fundamental bodily requirements will have to 
be of considerable magnitude, even though it may be admitted that other 
items than food would claim share of material prosperity before food require- 
ments arc fully satisfied. However, in this discussion we have to bear in 
mind the unusual conditions prevailing in Bengal at the time of investigation, 
although, as we have seen, this part of the country was not seriously involved. 

Ta-ble CXVIII. 


General Nutrition According to the Main Economic Groups. 


Grailcs of dcQclcney. 

Gronj- 1. 

Group n. 

Group III. 



1 

rxo. 

481 

CO.'I 

427 

Kormiil 

• • • • • 

• \ 

Lt’.C. 

CO-7 

.’iS-l 

jt.2 



1 

fXo. 

1 272 

;'G2 

.IjG 

Slight . 

• • • • • 

• 1 

Li>.o. 

fll-.T 

po-n 

42-7 



1 

fXo. 

40 

4t 

48 

Modcrato 

• ■ • 4 • 

• i 

Ip.c. 

.■i-O 

4.8 

S-B 



1 

fKo. 

0 

4 

•1 

Harked 

• • • • * 

. H 

tr.c.' 


0- 

04 



1 

TOWJ. 

703 

pi;t 

S3t 


General nutrition and sickness. 

In Table CXIX data regarding the degree of malnutrition according to 
the history of siclmess during 1943 are given. As one would expect the fre- 
quency and degree of malnutrition is greater amongst those who have had 
siclmess than amongst others, and there is greater malnutrition as the period 
of siclmess is prolonged, the only exception being the group that has been sick 
for over 6 months. However, the difference is not significant. From this 
observation it would appear’that the sub-normal physical appearaiicc which 
-has been taken as evidence of malnutrition is partly due to sickness during 
the proceeding year, particularly in cases in which it is more pronounced, 
but it is not wholly so because such a condition is not infrequently found 
amongst those who have had no sicknest. This is a matter of considerable 
importance, because, assuming that 'the sickness records are reliable as they 
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-would appear to be so with regard tb the duration of sickness, we have a means 
of estimating physical sub-normalities due to poor food as against those caused 
by diseases, and it would appear that not an inconsiderable amoimt of poor 
physique arises from deficiency of food in this community {vide Table CVII). 

Table CXIX. 


General Nutrition According to Sickness Histories During 1943. 


Oradesof deficliMicy. 

CliDicra. 

Diarr- 
hoea & 
d^cn- 
tery. 


Influ- 

enza 

and 

com- 

pltCB- 

tions. 

Malaria. 

Meaalea. 

Ulscel- 

iBIVi- 

0113. 

Pneu- 

moni- 

as. 

Typh- 
oid and 
INiraty- 
phold. 

TNo. 

Xoraal . . J 


105 

60 

20 

700 

1 US 

78 

25 

23 

1.1’ c. 

50 1 

43-4 

50-5 

Sl-3 

47-3 

i 43-0 

40-2 

C5-S 

36-1 

TNo. 

Slight . i 

8 

115 

30 

16 

722 

133 

70 

12 

15 

{P.t\ 

36 4 

47-5 

36-7 

38-5 

44-6 

' 31-4 

45-0 

33 *0 

3G-6 

fXo. 

ncderate . 

1 

21 

4 

4 

120 

n 

13 

1 

3 

I.PC. 

•1 G 

8-7 

4-8 

10-2 

7-4 


7*T 

2-0 

7-3 

• >’o 

1 4^ 

1 

0 

0 

10 

1 

i ** 

0 

0 

Marked . < V t 

1 l) u 

ul 

00 

i 0*0 

1 

1 

0-0 

0-4 

i-2 

00 

S 00 

TOT..J. 

0*1 

242 

84 

I 

39 

1018 

250 

log 

38 

41 


Sickness is an indefimtc term so far as its effect on general physique is 
concerned. Table CXIX sets out relevant data for only chief causes of sick- 
ness. Even for these diseases the figures are small but some interesting points 
may be noted. It would appear that * recovery ’ from some of the acute 
diseases like cholera, pneumonia, and typhoid and paratyphoid fevers may be 
more or less complete, whereas diseases like diarrhoea and dysentery,' measles, 
malaria and other miscellaneous illnesses may cause considerable amount of 
physical deterioration which might dcla}’’ ‘ recovery ’ to normal standard of 
physical fitness. These are crude obser^'ations and it is a question whether 
the so-called * recovery ’ from sickness or even from unrecognised disorders 
is merely a compensatory state of health in which the reserv^es of the body 
are drawn upon to temjiorarily mask the damage to the extent that the patient’s 
sense of well-being is not materially affected and whether this compensatory 
state of health in a large proportion of people does not constitute an important 
factor in the unstable state of public health in this countiy. To this may be 
added the obseivation which has been made in a later chapter, regarding 
the lesser sensibility of ill-health amongst a population accustomed to stress 
and strain of life. 


General nutrition and spleen. 

remarks just made with regard to the share of sickness in causing 
Ib in the light of table CXX, in which comparison 

vflriouR ™ persons with normal spleen and those with 

those with^nloTcr ®*llaTgement. As between the normal persons and 

ge spleens there is a considerable difference both in regard 
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to the frequency and tlic degree of poor pkysique. To this extent, therefore, 
chronic malaria infection, even though it may he sub-clinical, is responsible 
for a low physical state. However, the problem may be looked at in another 
way, viz., that it may bo poor nutrition which prevents or delays recovery from 
enlarged spleen. Whichever may be the primary cause, it would appear that 
a vicious cycle is set up which could probably be attacked most efficiently by a 
combined .attack on both the malaria and the nutrition problems. The degree 
of spleen enlargement is generally associated with frequency of malnourished 
appearance, but it is not consistently so. 

Table CXX. 


General Nulrilion According to Spleen Enlargemenl. 


Grades of dcllelency. 

Not Falp 
able. 

Palp- 

able. 

One 

flnger. 

Two 

angers. 

1 

Three 

Ongera. 

4 or 
moro 
flnqcrs.i 

Total 

and 

spleen. 

I’cr- 

cen- 

tnges 

ol 

spleen. 

Non-pal- 

pable. 

Korinnl . . Xo. 

1 

317(1 

m 

03 

107 

1 

4') 

27 

1 3558 

1 

44-7 

38-0 

(•No. 

307T-0 



12C-0 

00-7 

39-0 





:^poctcd . 

SS-0 

44-3 


48-2 

37-2 

40-3 





SllpM . . .No. 

tfl.'iS 

13» 

01 

03 

03 

38 

2340 

388 

IS3 

30-1 

rxo 

202!1*0 

115-7 

BWil 

83-1 

45-3 

25-1 





Expected . 

Lp.c. 

no -11 

4.''r0 

33-3 

42-8 

r.3-7 

50-7 





Moderate and . No. 

28.') 

33 

14 

21) 

11 

o 

305 

80 

n-4 

S-3 

nnilicd 





• 






fNo. 

313-7 

18-0 


12-0 


1-0 





Expected . ••[pp 

■ 

10-7 

B 

1 

0-0 

B 

B 





Total 

0422 

SOO 

128 j 

222 

121 

07 



B 
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General nutrition and blood parasites. 

The relationship between general physique and the presence of malaria 
parasite in blood has been analysed in two ways, viz. (1) according to the 
species of the parasite, and (2) according to their sexual and asexual forms. 
T^om table CXXI it will be observed that although the differences ore small, 
persons in whose blood parasites were found were also physically poorer than 
the others. Contrasting these findings with those having spleen enlargement 
it may be observed that blood parasites are not always present in the peripheral 
blood, besides, of comrse, being missed when they are present in small numbers- 
While the spleen enlargement does not necessarily indicate the presence of 
live malaria parasite in the body, it is perhaps a better index of malaria infec- 
tion than blood parasites. This is particularly so in connection with the 
present discussion, because we are not concerned here wth the actual infec- 
tion at the time of investigation, but with the effects of recent infection with 
malaria. The relative importance of the species of .parasite in relation to 
general appearance is shown in table CXXI. The numbers are small and the 
differences are not marked. No significance can therefore bo attached to 
this factor in the present study. Urom table CXXII it would appear that there 
is a sbghtly greater association between poor physical condition and the 
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pccscncc of asexual form of t.1ic parasite Ilian with tlie sexual forms, although 
the differences arc small. Tliis is possibly due to the fact that the actual 
toxic effects of the parasites are more operative in the asexual than in the 
sexual form, although against this one may consider the longer duration of 
infection when sexual forms arc present. 

'i'Aimr. OXXI. 

General Xufrilion According to the Prettnicc of Malaria Parasites of Various 

Species. 



Nnrmnl 

Kxprrtril 

ailpht 

nxrpciod 

Mo<IcrAt<> hikI Unrkrtt 
UsHfCtoiI 



Sixiial. .scxinl, Srxuit, 

A»(xinl Afrinil A^rxusl, 

iiint liotli, oinl trolh, anil liath. 




Tabu: CXXIT. 

General Nutrition According to the Presence of Sexual and Asexual Forms of 

Medaria Parasites. 


Ora'lK of rtcllclrncy. 


Xoriiiiil 
KxprrU'd . 

Slight 
Bxpcctcd . 

Moderntr mill iiiiirKril . 
UXJHTtPd . 

TOt.m. 



Tnljif 

Ml., lit. il Of. 


ir» frS 

130 

S 01 

11-1 

1 n 
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General nutrition and haemoglobin, 

From table OXXIII it is evident that in classifying individuals according 
to their physical appearance tlio haemoglobin content of the blood made its 
contribution. The problem that suggests itself from this observation is to 
ascertain the relative importance of nutrition ns a cause of anaemia as com- 
pared with other causes of this condition. 

Taui-e CXXIII. 


General Nutrition According to Haemoglobin Content of Blood. 
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General nutrition and stool parasite* 

That appearances are often deceptive is shown in table CXXIV, where the 
■persons carrying hookworm arc more frequently regarded as normal than those 
who are (subject to missed cases) free from the infection. The difference 
is significant. The explanation of why that is so, can only be speculative 
without further investigation. 


Table OXXIV. 

General Nutrition According to Stool Parasite, 


OrkIcs of deficiency. 

Nil. 

Hookwonn. 

No. 

r.c. 

No. 

P.C. 

• • • • 


■Bi 


52-2 

(522*3) 

5S-4. 

-Slight .... 

• 

HSi 


n-3 

.'141 

flO-1) 

33-0 

Ifoderatc and marked . . 

• 1 

TO 

(71-f) 


0-0 

:>4 

(.'.8-0) 

5*7 

Totai. 


llfiS 

1 

i)5D 



N.B . — rtgures la brackets nro expected numbers. 


Vitamin A deficiency and social factors. 

Vitamin A deficiency is almost entirely limited to children at school, al- 
-though some advanced cases are seen amongst persons staying at home. Pro- 
bably this is due to.the inclusion of old people and school-age children in this 
group {vide Table CXXV). The distribution of vitamin A deficiency according 
■to the economic groups is contrary to expectations {vide Table OXXVI). The 
poorest group shows significantly lower frequency of vitamin A deficiency 
than the economically highest groups. The middle group occupies an inter- 
mediate position. Natural foo^ containing vitamin A are usually ejqiensive. 
How then these observations could be explained ? It is possible that the chief 
source of vitamin A is green leafy vegetables. Fish is taken sparingly and 
mustard oil is devoid of vitamin A. Poorer people usually talce larger quan- 
tities of food including perhaps the green leafy vegetables. Here is a problem 
for Public Health Administration to take up with fair prospects of success. 

Table CXXV. 


Frequency Distribution of Vitamin A Deficiency ' Accor,ding to Occupation. 


■ar«dcsi of dcllclcnoy. 

Liberal 

profo* 

fuloa. 

Land- 

lord. 

At 1 
school. 

At 

lioinc. 

Shoj(- 

keojicr 

.Vrtl- 

san. 

Culti- 

vator. 

Triins- 
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labour. 

Indus' 
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1,-ibotir. 

'( Other 

1 labotvs. 

Total. 

• 

Eotmiil . 

. JhO. 

30 

8 
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2658 


21 

636 

5 
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30-1 
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■ 2872-0 


24-4 
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0 

D 
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S3 

■ 1.2 

300 

3 

10 

85 
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37-4 

/ 

0-1 
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2-7 
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andKo. 

0 

H 

0 

72 
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18 
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1 

2 

1 4 
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■iUil 
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Table CXXVI. 


Frequency Distribution of Vitamin A Deficient Persons Accordw^ to the Economic 

Status. 


Crailr*. of dcflclencv. 

I. 

31. 

1 

III. 

Total. 



r ^o. 

ni" 
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ISll 

Korriinl . 

• • •] 

1 

[ r.r. 
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r No. 
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•J2C 

IOC 
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• • 

1 

[ J’.C. 

;t3•^ 

21-4 

1!3‘3 

27-0 


1 

r No. 

1.: 

15 

12 

40 

Ifodcr.'itt 

■ ‘ 

1 

[ r.c. 

1 

1 a 

1-C 

11 

1-0 



r 

0 

P 

■> 

n 

Mnrkril . 

■ ■ H 

L r.c. 

0-0 

D-0 

0 ‘1 

0-1 
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703 

013 

1 
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As betTveen the wage earners and non-Avage earners the former are signi- 
ficantly better off as regards vitamin A{vide Table CXXVII). This again may 
be due to the fact that the non-Tvage earners include the school age children 
and old people avIio suffer from Antamin A deficiency more frequently than 
others. 

Table CXX\ai. 


Vitamin A Deficiency According to the Position in the Family as Wage Earner, 


Grades of dcilcicncr. 

Yes. 

Xo. 

Total , 

r >'0. 

1448 

3074 

4922 

ItormnI . . . . . . . . .4 




1 r.c. 

74-C 

70'S 


r xo. 
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12 ’0 

10S3 

Slight. 




1 r.c. 

24-0 

27*0 


f Xo. 

27 

77 

101 

Modciiitc and marhed •i 




I r.c. 

1*4 

l-S 


Total 

1 

1 1040 

4371 

6311 


Vitamin A deficiency and sickness. 

Both the frequency and the degree of vitamin A deficiency is greater 
amongst the group -who have had siclmess during the year ( 1943 ) than amongst 
those that escaped, but there is no consistent relationship between the dora- 
tion of sickness and frequency of vitamin A deficiency, except that prolonged 
sickness is firequently associated Avith -vitamin A deficiency, and in some cases 
it is w^ advanced (see Table CXXVIII). It is interesting to note that of the 
chief diseases (see Table CXXTX .) vitamin A deficiency was most firequently 
seen, and relatively larger m^her of advanced cases were seen amongst people 
who^ve had influenza Avith complications. Measles and dysenteries and 
^^hoeas Avere the two other diseases in which large number of -vitamin A 
deficiency cases were met. 






















Tabus CXXVni. 

Vitamin A Deficiency According to Dumlion of Sickness 
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It may be noted that the people who have had malaria did not show any 
greater frequency or more advanced vitamin deficiency than those who have 
had no sickness during the year. Both influenza and measles are virus diseases. 
In the case of diarrhoeas and dysenteries lack of absorption of carotene may 
be a matter of importance. These observations open up an important field of ‘ 
investigation and also suggest exhibition of vitamin A in these diseases. We 
have just stated that history of malaria during the previous year did not 
have much effect on the frequency or degree of vitamin A deficiency, but 
people carrying malaria parasites in their blood are more frequently deficient 
in vitamin A than those who do not. Even though the figures are small the 
carriers of plasmcdium mahriae more frequently exhibit vitamin A deficiency 
than do the carriers of the other two species of paraites (see Table C XXX ). 

Table CXXX. 


Vitamin A Deficiency According to the Species of Malaria Parasite. 


Qradcs of deficiency. ! 

A’«. 

ut. 
Sexu&l, 
AicxubI 
and both. 
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Asexual 
and both. 
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1 

(t 
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1 
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Vitamin Bn deficiency and sickness. 


The only two diseases with which Vitamin Bo deficiency is associated are 
‘ other fevers ’ and ‘ pneumom'as ’ {vide Table CXXXI). Diarrhoeas and 
dysenteries and typhoid fevers also show an appreciable number of vitamin 
Bj deficiency. These observations may be useful for the guidance in treatment 
of these diseases. 

Table CXXXI. 


Vitamin B„ Defideivcy According to Various Diseases. 
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Inflo- 
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and 
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Although wage earners have apparently suffered less frequently from iron 
deficiency than the non-wage earners the difference is not significant {vide 
Table CXXXIV). Even, as regards the economic groups the differences in the 
frequency or the degree of iron deficiency are not marked or consistent {see 
Table CXXXV). 


Table CXXXIV. 

Frequency Distribulimx of Various Grades of Iron Deficiency According to- 
Position in the Family as Wage Earners. 


OruIi'S of dcSclcncy. 

1 

Yes, 

Percentage. 

No. 

Pcrcent.'igo. 

Total. 

Normal 


1227 

03-2 

2G33 

90-2 
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*. 
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2427 
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■ 

4 

0-2 

20 
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24 

Total 

• 1 
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Table CXXXV. 


Frequency Distribution of Various Grades of Iron Deficiency According to 
Economic Status of the Family. 


Gtsdn of dcflclcncv. 
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0 

U 

0 

0 
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Iron deficiency and sickness. 

In table OXXXyi the percentage of various grades of iron deficiency 
cxduFi’vclj n«cnbablc to malnutrition has been shown for persons who had 

Tf in the preceding year. Before entering into 

lb m F,on of thc.se dat.a jt is necessary to examine their significance. The 
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<}uestion of allocating iron deficiency to different causes of anaemia when 
multiple factors are operating is difficult. The procedure adopted, viz., to 
exclude, as far as possible, such factors as can be demonstrated amongst the 
-known causes of anaemia and to ascribe nutritional deficiency to the residue 
of cases obviously fail to bring out the full effect of malnutrition in respect 
of iron deficiency specially because it is reasonable to assume that, in many 
instances, malnutrition as well as some other factors are operative. Besides, 
when discussing the association of various diseases with iron deficiency caused 
by malnutrition one has to take into account the following five possibilities : — 

1. There is a differential attack rate of various diseases in persons suffering 

from iron deficiency duo to malnutrition. 

2. Certain diseases, more than others, draw upon the iron reserve of the 

body. 

.3. Certain diseases, more than others, disturb the absorption and utilisa* 
tion of iron though the intake is the same. 

4. Certain diseases, more than others, affect the intake of iron. 

5. The pathological processe.s involved in different diseases include either 

the destruction of red blood cells or physiological or even anatomical 
disturbance of the haemopoetic organs. 

The contribution of the last factor must necessarily be excluded in assessing 
iron deficiency due to malnutrition. But wnth regard to the other four factors 
which either singly or in combination may be oijerative in addition to dietetic 
deficiency of iron caimot be separately assessed. In fact, there is a danger 
that the fifth factor mentioned above may be over emphasised and thus an 
underestimate for nutritional iron deficiency may result. The problem is very 
complicated aud satisfactory interpretation of these data can hardly he ex- 
pected. Perhaps the only way to determine the iron deficiency due to malnu- 
trition w’ould be to provide iron adequate for physiological need to the popula- 
tion without interfering with other causes of anaemia. Such improvement 
as might be effected may be ascribed to the nutritional factors. However, 
the question may still arise that certain diseases interfere with the proper 
absorption and utilisation of iron which could reasonably be blamed for 
anaemia instead of nutritional deficiency. 

Fc It will be observed that the percentages of various grades of iron vary greatly 
foi; different diseases. In certain groups of people such as those who had 
liad measles or pneumonia, haemoglobin content of blood does not seem to 
• have suffered, as compared -with the general population. In other groups, 
like the ex-patients of typhoid, cholera, and diarrhoea there has been consi- 
derable malnutrition leading to iron deficiency, assuming, of course that 
these diseases by themselves did not contribute towards anaemia. There 
is another group of coses represented by ex-patients of malaria and other 
fevers in which percentage of nutritionally iron-deficients is significantly 
lower than in the general population. Since no one woxild suggest that a 
previous attack of malaria would increase the iron-content of the blood, and 
n.K.siiniing that they had not been given a special course of iron treatment, 
the conclusion is obvious that persons who suffered from nutritional iron 
■deficiency but also bad malaria, have been excluded from the group. There 
is no way to estimate the number of snob persons. It is not possible to deter- 
■ minfl the frequency of nutritional iron deficiency in these groups. 
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Table CXXXVI. 


Iron Deficiency and History of SicJcness from Principal Diseases. 


Gmdes of ilcflclcncy. 
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In view of the above remarks, it is not considered necessary to present the 
detailed analysis of nutritional iron deficiency for different species of malaria 
parasites and for the sexual and asexual forms. In fact, such analysis has 
been earned out hut the results are of little interest. 

Iron deficiency and spleen enlargement. 

Erom table CXXXVII it will be scon that nutritional iron deficiency -is 
less frequently seen amongst persons with enlarged spleen, than amongst 
.people with normal spleen. This apparent paradox .arises from the fact that 
in ascribing anaemias to iron deficiency other demonstrable causes of such 
deficiency have been excluded. Thus, these results would appear to arise 
from overca utiousness in relating anaemia to malnutrition. 

Table CXXXVII. 


Frequency Distribution of Various Grades of Iron Deficiency According to Si^^ of 

Spleen. 


Brades of deficiency. 

Non- 

pnlp- 

able. 

Palp- 

able. 

Ono 

finRor. 

Two 

flngcra. 

Three 

Dnecri!. 

4 or 
more 
Ungers. 

Total. 

No 

Infonna- 

tion. 

Normal 

r No. 

3098 

28G 

117 


103 

08 

3827 

38 


t p.c. 

nr-i 

8p-S 



85-1 

80-0 



Slight . 

■ -iTr 

2307 

42 

BjH 

^R| 

18 

8 

2418 

0' ' 


L r.c. 

42-n 

13-0 



14-9 




'Moderate 

f No. 

ID 

2 


A 

0 

HiH 

24 

0 


L P-c. 

m 

o-c 



0-0 




litarhcd • 

. , No. 


0 


m 

0 

0 

0 

0 


TOTAt. 

5422 

1 

300 

128 

222 

121 

07 


42 
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Iron deficiency nnd 'haemoglobin. 

Assuming tlint the iron deficiency due to nutritional causes has been correctly 
isolated from other causes it would appear that it is associated mostly with 
moderate degree of anaemias as is suggested by the table in Avhich Talquist's 
readings arc correlated with degrees of nutritional iron deficiency {vide Table 
CXXXVIll). 


Table CXXXVIll. 

Frequency Distribution of Various Grades of Iron Dejicienn/ According to 

Percentage of Haemoglobin. 


Grndc-P oT dcflcicncy. 

rercentage IKsmogloliln. 

—no 

1 

1 

—100 

Totnl. 

r Xo, 

CO 

2I.7G 

»2.'| 

3347 

Xormnl . • • o 





L r.c. 

01.7 


9S*B 

RSI 

f No. 

20 

".303 

0 

1 2‘50« 

Sliglit . . . 




1 

L r.c. 

18.7 

<fl.O 

M 

41-3 

f No, 

21 

0 

0 

23 

Modems . . .•{ 





L r.c. 

in.0 

(MX 

((•0 

0-1 

Marked .... Xo. 

(1 

u 

0 

0 

1 

1 






Totw. . 


107 


<321 


S31 


&T02 
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CHAPTEU IX. 


Am. trictAh biMU.viSATJoN*. 

Of Ih** wo.npoTis vliich FMMjn* ImK pbrrd in tltc liaml? of PtiMift Ifvalth 
ndmiiuMrfttor over tlic n>o<t firl.-'Ml i“ vnre-irmtion .apain t .*-mallpox. 

It orenpit-? a mo’d pri»inin»'nt |ibr/* in !h*’ Sinijur pwrrarnmf. Similir 
('laitii« cannt»t. I*'* innd** for (itln-r iinjiinnl ation Tiiaaeurf";. IIowcvit, tbo 
Tforgani'-ation Frla'iiif* lind not ifTictivi* diirini; tla' yjfriod of the 

t-nrvev. 

V 

Artificial immtinlwtion. 

r«jrriii»t/'ion nz/inv-l finnlf’j.nj-.' Th« i»-«-ord of ittitnUMi.'taf inn on tin} v.hol*' 
Fati''f!U tory, tlic itn’idenc'' of vnc' inntion iioinr; p.'j pi-r cent, .v p<‘nj«'d of 
t.dih' rXXXlX .'liov.v that ;‘ll v,t»>wn ;»i«>v>’ U'> Vf.ir-- li. ii.sd v.aTin'iiioii 
;it Ic.vil oni'i* in lla ir lif**, :in<l V'.' to pn i>.t «•<•»» of nn-u W(r«‘ abo vjjnjftrly 
jirot'‘i't<'d. In fio't, in oiir . •.mol", tinrrift” r* v.omfti all w.-r- jirotc- t-'d from 
in ycATA onward >•. t)f tli<‘ m il" ; .nlitn,.* wi r.* not j*rott"'t^‘d. Thb hk'h*'r 
iiuidonri* of v.u'fin:\ti*»ii th" fi*ra-il' • tlntn th" rn.d"t in inch r-oftimiin!* 

tie*! \-i unii’iiitl. ('/dliif. n }>*{v.i.-}! .*» and Ki ytar-. v.-tr,- ;i! -> .'’r.irJv nvll 

protect"'!, th" inri(i»'?i(‘" of '..i<-, i!iat- 1 h- :»)•_' ‘lo p. r ci‘r,t for ciilcr The 
iin^f.ti'-fnclorv condition of \..ivin.ition i . to In' i -nnd in rhildrcn tii'ii* r war.'! 
of ivto. In tlii's itronp oniy .*ai {"r t-nt «if tlm mr.lt ; and oT i c-nt of the 
fcnnil"! wcf" vnu'init* 1. hi oi'or v«.jd , vac,' inatiini c.itnp,ii’'oi ha! ii'vrt 
v.-ell pushed in thi* .-.i-’t, hut ih" prot-ctma [. not fully o.irK "noiich, 

t'XXXlX. 


/hi'h ;'C!';oi' of .</ 'o’r/ io ticx. 


Viii"!’- Vt It ». 1 

A?- > 

i ”* 

1 


t 

I ...I' 


» 

» — * 1 
} 

1 

tt 


IVr.'i.i •* 4 

'In! 


1 . 

1 ' • ! '<r 1 

i .til,, <1 

...I-. 

1 1 

i “ 

i 1 . 

I 

1 

' w « 

\ 

1 • 


bO 

..111. t 

r.'.'i ■ 1 

1 

1 

rT-| 

! 11 » 

1 

! "’i 

1 I""* 

! I 

It 

j 

i( t 

Y *?n nt \ *»' f 

'iM' ' 


r'-l-'-d 


j r. 

1 7 •* 

[ .H 

c 1 

TTi 

, •* 

ri'i-i’ntly < 

i 1 

i 


! 






1 Vfi 

1 1 

jl- I Ji'tr.j 

II ; !•’ ! 

V H 

7*r» 

! 7 P 

1 

4 •' 

1 

t 



llccont vnceination.«!, ix., within •!i.': month'! of the date »'f t-*nrve\‘ is hilihest. 

amongst adolc.scenls lielween 10 and 15 year.!, the pereent.ri'es heiiig -.'I-:! for 

the males and lO'G for the female,'!. SHirlitlv lower perccniages for hoth .sexes 

were observed in younger ehihlren. being 20-7 for the malc'’children bctwoeii 

T) and 10 and 18*1 for ibe femnlo.s. Under 5 your.'! the ^ccctl^ vaccinations were 

18’3 and 18*G for boys and girls respectively. IJcyond ly vear.! there was a 

progre.ssivc decline in the jiercentapc of recent vaccinations the incidence 

being 17-1 for the mulc.s and 11-2 for tlic fcmalc.s 1.5 to 20 years old an'l .TS 

and 5.8 rcspccUvcly for old pcoyile over 55. Tlio group between 30 to 35 years 

for the males, the percentage vaccinated being IS-O; this 

Ss ^ vaccination campaign in industrial con- 

th^samrfe sniJiH-po-v occurred in 

Riving a^morbiditv rnf ^ ^ ^ ® cases, of tlie di.scaso 

in the rural areas of ■R«>°f incidence of smnli-po.x mortality 

m the rural areas of British India as also rural Bengal in 1938 was O-l per inille. 
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^Tiile we have no reliable record for the incidence or morbidity in the country 
or in the Province as a whole, a rate of 1*2 per mille will not be considered 
low, against a mortality of 0*1 per mille. However, there was only one case 
under 5 years, the rest of the cases were distributed over all age groups,. 
Strangely enough, aU the adiilt smallpox cases were males, but amongst children 
imder 16 years there were 3 females and 1 male. We have no comparative 
figure to offer but it is generally known that smallpox cases occur mostly ' 
amongst the Muslim population in this area. These data suggest that re- 
vaccination at frequent intervals should be carried out and primary vaccina- 
tion should be insisted on at earlier age, if further reduction in the incidence 
is to be brought about. 

Immunisation against cholera. 

Cholera immunisation is given considerable importance in the programme 
of anti-cholera campaign in this counlay. But it is actively carried out only 
when an epidemic is on or sometimes in connection with melas or other big 
public gatherings. At the time of survey 8*9 per cent of the males and 5*3 
per cent of the females or 6-9 per cent of the sample population gave history 
of cholera inoculation, Becent inoculations (within 6 months) which really 
matter were not many. Only 0*7 per cent of the population was so protected. 
■Becent inoculations amongst the males amounted to 0*96 per cent and amongst 
females to 0*36 per cent. It is not known how much of this represents pre- 
inoculation and how much inoculation during or after outbreaks in affected 
villages. From what has been previously mentioned it is likely that most 
of the recent inoculations were carried out when epidemic was on or it had 
began to decline, but in any case, whatever pre-immunisation is represented 
by these figures prophylactic inoculation of a small percentage of the population 
against possible outbreak of cholera cannot be of much value. 

The females, as is the usual experience, have not received the benefit of 
cholera inoculations to the same extent as the males and even amongst the 
latter it is infrequent before 6 to 10 years of age {vide Table CXL), The policy 
regarding cholera inoculations must necessarily take into consideration many 
factors concerning herd-structures including the incidence of the disease, 
movements and the environmental conditions under which people live. It is 
questionable whether repeated mass inoculation will entirely suppress cholera 
while the living conditions remains as they are. 

Table CXL. 


Cholera hnmunisaiion by Age and Sex. 


! 

i 

1 

Ago. 

1 

Inoculations. 

Bex. 

— B 

I 

1 

—20 

—26 

—30 

—36 

—40 

—46 

—50 

—66 

56+ 

All 

figC6. 

f 

Males 

2 

7 

10 

12 

8 I 

14 

12 

6 1 

is 

1 

22 { 

E 

fl 

8-9 

Ferecntagc of lnoonln-< 

Females . 
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■1 


tlon. L 

1 

6 

6 

El 
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* 

M 

6 

8 1 

D 

D 

6*3 

f 

Males 

m 


1-8 

m 

m 


m 

m 

Eli 


0-0 

0-0 

O-OS 

Fereontage of recent in-f 

Females . 

|o -2 1 

B 

0-8 











oeulatlon. U 

0-4 

o-a 

0-8 

Hgjj 

1-8 

n 

n 

0-0 

0-0 

0-SG. 


Hale poptiUitlonv8882 ; female popalatlonaSOOO. 

InmmnSMtion against typhoid and pan-typhoid Is rarely practised. 
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CHAPTER X. 


State op Health amd Disease. 

1 ^Morbidity statistics arc difficult to compile for various reasons. Ordi- 
narily, difficulty arises from tlic fact that all sick people do not come under 
observation of physicians, and all siclcness is not reported to health authorities. 
The private practitioner is not expected to report all sicknesses even if he 
becomes aware of these and actually he does not do so even when and where the 
law requires. Besides, the records of siclcness, such as may be available, are 
not only incomplete but are hardly ever obtainble in a form penniting com- 
pilation of morbidity statistics which can be properly interpreted. These 
difficulties are overcome by health surveys, and to that extent the discussion 
of morbidity and disabilities presented here is of considerable interest and 
significance, particularly because we are in a position to correlate sickness 
with a large number of single factors and with almost an unlimited number 
of combination of factors. Even when we avoid too many complexities 
arising from the simulataneous operation of a large number of factors, we are 
in a position to look at the morbidity statistics against the background of 
broad environmental and socio-economic features of the community, such as 
those briefly described in the preceding section in the present communication. 
However, this does not mean that all our difficulties are over ; for, we have 
still to face certain theoretical and pracrical difficulties. In the first place, 
one may ask what is sickness or disease. The answer to this question partly 
depends upon the object in view. Important though the subject is, we do not 
propose to enter here into a lengthy technical discussion on the definition of 
disease, but most people would say that disease is a departure jBrom health 
unfavourable to the subject. We do not know of a satisfactoiy definition of 
hwlth, but we venture to suggest that health is a flexible state of body or 
mind which may be described in terms of a range within which a person may 
away £com the condition wherein he is at the peak of enjoyment of physical, 
mental and emotional experiences, having regard to environment, age, sex and 
other biological characteristics due to the operation of internal or external stim- 
iffi, and can regain that position without outside aid. According to this defini- 
tion the positive health may vary within wide limits, and yet there may Be no 
manifest sickness so long as the internal and external stimuli do not out-strip 
the limits beyond Which unaided reversion to peak value of individuals capa- 
city for enjoyment, of physical, mental and emotional esqjerience is possible. 
Thus the stability ‘of the apparent state of health depends upon the relative 
values of the quantum of what we have called the ‘ fund of health ' on the 
cue hand and the force of internal or external stimuli which may tend to dis- 
tmb the equihbrium, on the other hand. Some people to think of health, 
with what justification we ate not in a position to say, in terms of certain 
maginary standard of health reserve which may he depleted up to a certain 
l^t 'mthont causing symptoms of which the individual may be conscious. 

1 * subjective sensitivity comes in. With varying degrees 

mi • ^ ® individual is in a state of compensatory health, 

of certain ?limcaliy lecognisable may be diagnosed by means 

tions Thft ^®®t in the course of health overhaul examina 

tinotion to applied to this condition in contra-dis- 

. Whichever way we may look upon fhe-problem, it is hard 
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'•to draw a line between lieAltb and 'disease. Usually a certain amount of de- 
parture from the state of health is. permitted within the scope of health. The 
difficulty arises from iihe fact that different individuals or communities may 
make allowances of varying degrees from such deviation. In rural India, 
where man is accustomed to various types of hardships the sensitivity to health 
is necessarily lower than where life is easier and health consciousness is more 
acute. AVe must keep this fact in mind when disousing the morbidity statistics. 

Since we are mainly interested in the residential population of the area, 
the morbidity statistics discussed below relate to Group I only, unless other- 
wise stated. 

Morbidity data are presented in two ways (i) sickness at the time of investi- 
gation and (ii) sickness during the previous 12 months. At the time of the 
survey there were 756 persons who, according to the local standard, did not 
enjoy good health amongst a sample of .6,651 present during investigation. 
Of these 1*1 per cent, were acutely ill, 2-1 per cent, were suffering firom chronic 
illnesses and S-i percent were in indifferent state of health {vide Table CXLI). 

It will also be noticed that acute and chronic sicknesses worry the males 
more than the females. The same feature is to be-seen in sicknesses during the 
.previous year. 

Table CXLI. 

The Slate of Health of Individuals Examined According to Sexes and Residential 

Status. 


Besldenttal Status . 

1 

Sex. 

Well. 

Acntoly 

111. 

Chronleallr 

111. 

IndlfTeront 

Health. 

Total. 

■No. 

P.C. 

No. 

P.O. 

No. 

B. C. 

No. 

eg 



r 

Male . 

2,017 

87-8 

48 

1-4 

85 

2>C 

272 

8 >2 

3,322 

'?crmanent residents- 


denude 

2,733 

8oa 

22 


47 

1*6 

204 

8-0 

3,000 

present. 

[ 

Both sexes . 

6,050 

88-4 

70 

i-i 

132 

2-1 

638 

8-4 

0,338 


r 

Male . 

2,055 

87-7 

48 

1*4 

85 

2-0 


8<3 

8,370 

-All present incladlng.' 


Fomalo 


89-3 

22 


40 

1-6 


8-5 

8,181 

Tlsitors and others. 













L 

Both saxes . 

5,795 

88'5 

70 

1-1 

135 

2>1 

651 

8-4 

6,651 


In the sample population present at the time of survey (Groups I, III and V) 
-as many as 2,496 people gave history of sickness at one. time dr the other in 
the course of 12 months previous to the date of investigation. Of these 283 
suffering from more than one disease ; in other words, at the time of survey 
11*6 per cent of the permanent residents present were unwell and 38‘1 per cent 
of the population present at any time had suffered from one disease or the 
other during the year. The estimated population of the Singur Health Centre 
is 62,700 which would of course include persons belonging to the area usually 
resiffing outside, as also the visitors. According to the above rates it is esti- 
mated that at any particular moment there would be 690 persons acutely ill, 
1,317 chronically ill and 6,267 in indifferent state of health or 7,274 persons 
would be tmwell. The total number of persons who have suffered from one 
or the other disease during the year would be 23,889. Large as these ffgures 
are for a small area of 32:98 square miles they may be under estimates rather 
-than Qver-R.q t.iTnfl. te3 :for the following reasons : — 

(1) Low morbidity rate for the females. 

X2 
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(2) Only seiions Bickness is likely to be remembered. 

(3) Health consciousness is low and 

(4) The survey was conducted mostly in non-malarial season. 

If one aims at giving appropriate mescal relief to every sick person these 
data will have to be careft^y thought over before making plans to achieve- 
that end. 

We have already made a reference to this problem earlier in this chapter. 
If State medical relief was to be confined to acute and chronic iHnesses the 
dispensary facilities will have to increase tenfold. It should however be 
remembered that the group of people complaining of indifferent health are 
potential contributors to chronic illnesses some of which may be serious. 
Sometimes vague symptoms may be early manifestations of fatal diseases, as 
for instance, cancer of the stomach, for this reason it would be undesirable to 
ignore such cases. 

Obviously whether for purposes of medical relief or for purposes of designing 
preventive measures it is necessary to know the distribution of sickness by 
cause which will be discussed presently. The details are given in Appendix. 
Vll(a) and Tables OXLII and CXLEI (p. 143). 

TajBiE OXLE. 

Aouie and Ghronio Sickness at the time of Survey According to Causes. 


nieeate. 

Male. 

Pemale. 

Total. 

SUerla , 

49 

26 

n 

Syeonter; nnd dlonlioea 

(S90) 

19 

(S0*O) 

8 

27 

Measles 

(14-0) 

(18-0) 

7 

AstlmiB 

(8.C) 

0 

^ (34) 

0 

6 

Ottiu fevers 

(8'1) 

A 

(2-8) 

3 

S 

Infinenta 

(2*0) 

0 

(2-4) 

4 

Pneumonia 

(20) 

8 

(20) 

0 

3 

Typiiold and pnia-typtoid 

(1-0) 

8 

0 

2 


(1-0) 

(10) 



Horts.— Ifomber* in iiacksts refer to • expected'. 

The distribution of state of health according to ago is given in 
Table CXLIV. 

Tame CXLIV. 


tSiate of Healh According to Age. 



MM 

—6 

-iU 

““-r 

-20 

1 —50 

1 5l>— 


State ofAeaKh* 

Ifo. 

Eject- 
ed. • 

Ifo. 

Expect* 

ed. 

So. 

Expect- 

ed. 

Xd. 

Expect- 

ed. 

Xo. 

Exptce- 

ed« 

Total. 

Acutely III 

ChtoniMlly 111 . 
IndlO'ctcnt health . 
Wei! 

21 

20 

63 

635 

lO-G 

10-8 

80-5 

S4B-2 

12 

16 

82 

870 

10-7 

20-2 

dM 

865-9 

IS 

30 

80 

1,150 

14-0 

26-S 

100-8 

1,125-9 

15 

40 

168 

2,228 

26-8 

50-0 

205<8 

2,104*8 

9 

21 

133 

507 

8-0 
16-1 
. 81-3 
646-7 

70 

132 

686 

6,869 

XOTAl 

059 

•• 

979 

•• 

1,273 


2,447 

•• 

730 

•• 

6,388. 



It will he noticed that chronic sicknesses and indifferent state of health' 
e more frequent amongst the aged than may he erpected from random 

























Princi'pal Diseases during the year According to Age and Sex. 
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Note.— IT umlicrs In brnckots WC expected numbers. 
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distribution. Amongst young clildren below 5' years and to a lesser extent: 
amongst older children under 10 years acute sickness is relatively more frequent.. 
Young children also show somewhat excess in respect o£ indiffcmt state of 
health. Adolescents and adults are in relatively better health than expected: 
from their numbers except that chronic sickness was rather frequent amongst'. 

the adolescents. _ . a • 

In Table CXLV data regarding sickness according to age durmg tne- 

previous 12 months is summarised. 

Table CXLV. 


Ste/mess during the pmms 12 month According to Age. 


Apt. 1 

-5 

—10 

1 

—20 

1 

1 1 

50— 

1 

ToUl- 

Slckncti. 

Xo. 

Bxpcct* 

ed. 

Xo. 


Xo. 

lixpcfh 

C(t. 

Xo. 

Expcct- 

cil,'. 

Xo. 

1 Expcct- 

1 cd. 



:i8(i 

593 

434 

Sts 

B 

400 

7B3 

•ISO 

767 i 

839 

1,008 

934 

1,B13 

300 

430 

279 

451 

2,433 

3,030 

950 


970 

g 

1.2TS 

B 

2,447 


730 

Bi 

0,383 


Except for children between 5 and 10 years of age the experiences recorded' 
in Tables CXLIV and CXIjV arc in agreement. There are two points to be 
taken into consideration : (i) Tlie past history would probabty not include - 
indifferent state of health for which allowance has to bo made, (ii) Why 
should there be a discrepancy between the high incidence of sickness during the- 
year and the present state of health amongst children between 6 and 10 years 
of age 1 Looking into the causes of sideness during the past 12 months for 
this age group it appears that there was excessive dianhoea and dysentery, 
measles and excessive malaria from the effects of which the children seem to- 
have more or less recovered at the time of investigation. Since young p^ons ^ 
recover from acute illnesses more quickly than others, the lower number -of 
chronically ill in this group is understandable. 

A reference to Table CXLIV Avill show that the males arc subject to a ^eater 
rate of sickness than the females. The difference is particularly marked m 
acute illnesses and to a less extent in chronic ailments. The sickness rates - 
during the year for the males and the females are 40 per cent and 36 per cent 
respectively. We shall refer to the point later. 

Causes of Sickness. 

The schedule furnishes information about the cause of sickness ^cumng 
during the previous 12 months. One can only earpeet that the subjects wiU^ 
remember sicknesses of serious nature which have laid them in bedi caused^ 
much pain or prevented them from carrying out their usual work or enjo^ent. 
However, as we have seen there is a state of ill health described as indifferent 
which constitutes as much as 73 per cent of the total ill-health observed at the^ 
fame of survey. This information is presumably lacking in the description of' 
sjokness during the year, unless indifferent state of health continues up to the- 
time of survey. The cause of ill health at the time of survey is available from, 
the Patient’s Schedule or may be inferred from the diagnosis entered in the- 
achedule in respect of the last sickness if it continued at the of timemvestigation^ 
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From what has been stated above it should not be concluded that sickness 
during the year includes acute and chronic ailments or that part of ill-health 
designated as indifferent state of health for whieh definite diagnosis could be 
made, if these were observed during the investigation but had occurred only 
after the commencement of the survey. This explanation has been offered t<> 
show that it would be wrong to add the sickness recorded at the time of the 
survey to the history of sickness in the comse of the year for obtaining total 
sickness in the sample. The details are given in Appendix VII(6) and in Tables 
CXLII and CXLIII. 

The most important cause of sickness is malaria which claimed 75 victims' 
at the time of investigation and 1,602 during the year or 37*1 per cent and 
61*1 per cent of total sickness respectively. Next in importance, are diarrhoeas 
and dysenteries of which there were 27 cases at the time of investigation and 
240 cases during the year which work out to 13-4 and 8-8 per cent of total sick- 
ness. ileasles comes next in importance. Seven cases having been observed 
during the survey and 2G9 during the year or 3*6 per cent and 9-9 per cent of 
sickness respectively. 

Of the other major causes mention may be made of fevers other than mala- 
ria. asthma, influenza, pneimronia, tuberculosis of the respiratory system, 
nephritis and diseases of th^ skin. Mumps, cholera, puerperal fever, scabies, 
leprosv. rheumatic fever and venereal diseases were of minor importance at 
the time of survey. One or two ca.ses of snallpox, diabetes, kala-azar, ankj*- 
lostomasis, beri beri, cataract and certain other diseases were also present. 
One hundred and fifty-six sick persons out of which 148 were in indifferent 
state of health remained undiagnosed. For details of the rates and causes of 
sickness see Appendix VII (a) and (b). 

Distribution of sickness by causes in different sections of the population. 

In Table CXLVI is given the distribution of the principal causes of ill-health, 
according to sex during the period of survey. The figures in the brackets 
indicate expected numbers. Generally speaking, the diseases are evenly 
distributed between the sexes, but slight excess of diarrhoea, asthma. 

Table CXLVI. 


Priiwipal Causes of IH-healtk According to Sex at the time of Survey {Indifferent 

Health also’ induded). 


Iiiiicasc. 

Male. 

Vcnialr. 

Total. 

l)I;irrliora niitl cl>M'ntcr}' 





4** 

(3S) 

51 (3.%) 

73 

other revrr- 





o 

(») 

1'.: <8) 

IT 

Iiilliiriizn 





7 

(5) 

.« v--.) 

10 

Halarlii . • • ■ 





ICC (170) 

100 (150) 

'J2& 

UcsMci . . • • 





15 

(15) 

14 (14) 

10- 

Pneunionla . . • • 





0 

(0 

:: (4) 

8 

Astlimu 




• 

11 

(7) 

3 (7) 

14 

TtilitrculOFlR (resp,). 


■ 



ti 

<^) 

2 (••I) 

7 

• 


Totak 


267 (262) 

227 (232) 

484 


IfOTK.— The flguroB In brackets In this and subsequent tables arc the expected nuralicra. 


r 
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izifluenza and pseumooia may be observed amongst the males and of 
malaria and other fevers in the females. Similar information for sioknesa 
during the year is given in Table CXLVII. 

Table OXLYH. 


Princi'pal Diseases during Oie year According to Sex. 


DIpcikc. 


Miilr. 

rrtnale. 

Total. 

CldcRrn jtox ..... 

• 

12 

(6) 

4 

(8) 

10 

Oiolcro ..... 

. 

s 

(1I> 

H 

(11) 


Oyfciilcr}' mill dlorrlioM 


125 

(121) 

115 

(110) 

240 

Other I'cvcr*. 

. 

:i7 

(^^) 

48 

{«) 

« 

Unlnrin . . . 

. 

902 

(SC3) 

757 

(700) 

i.e-w 

Mtn'lcp . ... 


HR 

(HO) 

121 

(120) 

200 

UihOcllAdCUlH , « . 


Vfi 

(•>!>] 

70 

(83) 

172 

Bncuninnlii- 


ii* 

(20) 

0 

(18) 

3$ 

Typliiihl nml parn-tyiiholJ . 


20 

(21) 


(20) 

41 

A«tlimii 

. . , 

H 

(10) 

* 

5 

(0) 

10 


rOTAl 

3,31)7 (3,;i32) 

1,104 (1,22I)> 

mm 


Here males ate subject to greater incidence of malaria, measles, other 
fevers, pneumonia, typhoid and para-typhoid and asthma. Thus, on the 
whole, it may be said that respiratory and intestinal diseases have been pre- 
valent amongst the males slightly in excess of the females. But with regard 
to malaria there is probably no sex difference, because while the cases amongst 
the males were more than expected when conadering sickness during the year, 
it was otherwise at the time of investigation. 

Distribution of the principal diseases by age and sex during the year is 
given in Table CXLIII. It udll be observed that cholera and enteric fevers 
reveal only minor differences between the actual and the expected figures, 
except perhaps for somewhat greater incidence amongst male adolescents. 
The same is more or less true for pneumonia, except that the adult woman 
has suffered somewhat less and the adult male somewhat more from this 
disease than might have been expected. Malaria definitely was more pre- 
valent amongst older children^ and adolescents of both sexes and relatively 
less prevalent amongst children below 5 years, and older people. Reverse 
Was the case with dysentery and diarrhoea which mainly affected children 
of both sexes and the old people, particularly women. Measles, as one would 
expect, chiefly affected the young children under 5 years of age, particularly 
males and older children of either sex. However, some cases occurred amongst^ 
the adolescent and even amongst the adults of both sexes. 

Morbidity and Certain Social Factors. 

^ It is commonly stated that sickness is largely a matter of poverty and 
Iterance. To these we may add two other factors for consideration namely, 
addictions and occupation. 
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Health and Edncation. 

^om Table CXLVIII it nrould appear that the just literate are the worst 
-off in regard to acute and chronic illnesses and hardly better than others as 
regards minor ailments. Persons who have received secondary education 
are almost equally sickly. Numbers are small, but chronic illness is greater 
amongst the high school educated persons than amongst the illiterates. How- 
• ever, minor ailments arc less frequent amongst them. At any rate, consider- 
ing the illiterates on the one hand and the literates and better educated persons 
on the other, there is no significant difference in sickness of all kinds put 
together. There is no evidence to suggest that in the community under 
investigation the educated persons enjoy any advantage over the illiterates. 
However, the matter is rather complex because the two population are not 
comparable — firstly, the illiterates include infants and pre-school children 
which age groups are not represented in the literates. Secondly, there is 
much smaller number of females amongst the educated, thirdly the economic 
circumstances var}^ and lastly the sensibility to health differs in the two groups. 

Table CXLVIII. 

Sickness at the time of Investigation amongst Permanent Residents According 

to Education. 


STATE OP UP.ALTIt At THP. tlMK OP SimVBT. 


ndUCAtlOtl. 

Well. 



IndtlTorent. 

Totnl. 

Ko. 

m 

No. 1 

IB 

No. 

J*. C. 

So. 

p. c. 1 

No. 

m 

nilfcrafpi .... 

• 

4,S02 j 

8S'5 

04 

1-0 

08 

1-9 

438 

8-5 

6,152 

, , 

J'UAt lltcrnto . . 

. 

007 

87-1 

12 

1-fi 

2» 

3-1 

03 

8-.» 

760 

. . 

Sccoiidiirj .... 

. 

:;:;o 

tid-a 

a 

1-2 

o 


! 22 

8-0 

250 

. . 

UiKiJ Brlioul 


177 

no-8 

1 1 


5 

ft 

12 

0-2 

195 


UnU’cielty 

• 

IS 

9 1-7 

0 

0-0 

0 

1)0 

1 

5-3 

10 


TOTAL 

• 

S,OSO 


70 

•• 

182 

1 " 

030 

•• 

0,388 

•• 


As we have already seen the acute and chronic illnesses amongst the 
females arc less common than amongst the males, this may, to a certain extent, 
explain the higher rate of acute and chronic diseases amongst the educated 
groups. 

In Table CXLTX is set out the information regarding sickness during the 
year according to education. Here again the differences in educational status 
cannot be divorced from age and sex constitution and in most cases these 
factors seem to offer the necessary explanation. 

The influence of addiction on health is complicated by the fact that some- 
times habits arc formed because of some illness and thus certain amount of 
bias is likely to come in. Besides, the children and also women largely belong 
to the group of non-addicts. In the present case, although acute illness and 
chronic illness are greater amongst the addicts of opium and alcohol than 
amongst the non-addicts, the numbers arc too small to justify definite 
conclusion. Beference may be made to Table CL. 














TabiiE CXLIX. 

Principal Bisetises during the year According to Education. 
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Table CLI. 


Condition of Health in Hclation to Addiction in the Sample Population. 


AdAIrttos. 

Well. 

Acutrlr 111. 

Chronically 111. 

Indiaerent 

health. 

Total. 


D1 


P.C. 

N'o. 

m 

Xo. 

B 

KU . 





6s-e 

cs 

1-1 

DC 

2-0 


8-7 

4,732 

SnoVInf: 





88-7 

1C 

1-1 

34 

2-3 


8-0 

I,B07 

Aleobot 




f.S 

8C-1 

B 

3-b 

8 

S-8 



TO 

Opium 




so 

89-3 

ma 

0-0 

t* 

3-0 

4 

7-1 

GS 

Ct.iran 




1 

100 


0-0 

0 


0 


1 

likaiij 




■1 

100 


0-0 

0 


0 


6 





m 

60-0 

• 

1-0 

4 

1-D 

IC 

■1 

207 


From flic hisfor)' of sickness during the year, distributed according to 
disease and occupation, it may be seen again that distributions arc more or 
less even both for cholera and influenza. Dysentery and diarrhoea are rela- 
tively more common amongst those sto)ring at home and amongst the shop- 
keepers and relntivel}' less frequent amongst cultivators and other labourers. 
The same is also true for other fevers as regards tlic stay at home and the 
cultivators. Malaria is relatively in excess amongst school children, liberal 
professions, shopkeepers and labourers and relatively less prevalent amongst 
cultivators. Measles mainly affects the school children and those staying at 
home, and is infrequent amongst other groups. The cultivators and other 
1 abourers suffer slightly in excess from pneumonia than other groups. Typhoid 
affects particularly the .<!chooI children and other labourers, and those staying 
at home suffered relatively less. Anti-typhoid inoculations may be encouraged 
in the schools with advantage. Other labourers also suffer frequently from 
asthma, but the disease is less often noticed amongst those staying at home 
(vide Table CLIl). 

Table CLIII sets out the state of health at the time of survey for various 
occupational groups in descending order of percentage of ‘ well ’ persons. 
Talcing into considerations only the major groups it would appear that school 
children and cultivators contribute large number of acute cases while the 
chronic illnesses arc common amongst school children, cultivators and those 
staying at home. Again, school children, industrial workers, shop-keepers- 
and ‘ at home ’ complain of indifferent health more often than other groups.. 



























Tablx! CLii. 

Principal Diseases during the year According to Occupations. 
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Table CSLIII. 

State of Health According to Occupation. 



Well 

. 

Acatcljr 111. | 

CliTonlcoUy 111. 

IndlOcront. 

Occiirntloi). 

Ko. 

r.c. 

Xo. 1 

p.c. 

No. 

P. c. 

No. 

P. c. 

Tranapori . 

8 

lOO-O 

0 

0-0 

0 

0-0 

0 

0-0 

OUier labouten . 

414 

DS-O 

1 

0-2 

7 

1-6 

23 

6*2 

Artltao • 

31 

91-2 

1 

e -0 

2 

6<9 

0 

0*0 

Shopkrcjicr 

Indoetrlal 

CaltlMitor 

At Home 

122 

110 

1033 

3,340 

80-1 

88-7 

88-3 

86-1 

A 

1 

10 

41 

0 

l-S 

0-8 

1-4 

1*0 

00 

2 

i 

29 

80 

0 

1-6 

l‘S 

8-8 

2-0 

0-0 

11 

11 

02 

357 

1 

8'0 

8-0 

7.8 

8'9 

12-5 

landlord 

At School 

Liberal I’roltfilon 

S 40 

37 

se-s 

80-0 

7 

1 

1‘8 

2 'S 

10 

0 

2-6 

0-0 

3 G 

5 

0-2 

11-0 


Total. 


8 
44S 
34 
137 
121 
1,172 
4,02 1 
8 

£03 
48 


To ^ 7 hat «tent tto progranime 

“• 

Table CLIV. 


JfnnClJJUi JJiaw 

Morltnl Bt.atu«. 

1 

Cho- 

lera. 

UIOTth- 
ocA and 
dyaen- 
tcry. 

Other 

fever. 

Infln- 

onca. 

Mnlatlh. 

Hcaelci. 

Ulecel- 

lar.cn". 

Pnen- 

monla. 

2 ,*3 

Sg| 

F4 

Asth* 

ma. 

Unmarried • ''••e”" 

11 

(10-7) 

118 

(ll(l-4) 

4G 

(41-2) 

17 

{18-4) 

SC5 

(803-8) 

251 

(lSO-4) 

so 

(82-4) 

10 

(18-4) 

26 

(10-0) 

(0-2^) 

Harried ^ 

1 le 

(O'O) 

84 

(98-2) 

25 

(34-8) 

15 

(16-5) 

C36 

(078-6) 

18 

(110-1) 

103 

(00-0) 

103 

(16-6) 

15 

(16-8) 

Ifi 

(7*8) 

Wldoir - • 

•WWotrer • ^00 

1 

(I- 6) 

0 

(0-7) 

34) 

(17-7 I 
4 

(T-7) 

13 

(0-3) 

1 i 
(2-7) 

1 f> 
(2-8) 

0 

(1-2) 

128 

(122-2) 

07 

(53-5) 

0 

(10-8) 

0 

(8-7) 

22 

(12-6) 

0 

(6-6) 

(2-8) 

3 

(1-2) 

0 

(3-0) 

0 

(1-3) 

4 

(V4) 

(O-O") 

U,S88 

1 oo 

210 

85 

38 

1,068 

200 

170 

38 

41 

10 


. T . 4.1,- ^Ticiflenco of various diseases during the • 

Table CLIV sets It be noticed that dysentery and 

year according to marital stat • ^^aows, and the married people 

torrhoea is specially prevale ^Benses. Widows as well as unmarried 

suffer relatively less & cm thes^^^^ ^ . 

persons also suffer n ^^a influenzal pneumonia and cholera are 

Lffer IcBE ^^^^^^^Btati be^g less evenly distributed amongst 

■ no respecter L more frequently a&cted with malan^ 

these groups. .^^iaowers suffer less. Excessive morbidity 

while married is almost restricted to the unmarried group, 

from measles as may be ^ tvnhoid and para-typhoid fevers. Asthma, 

“ diseS of thommied people end of ihe^Hdowe. 
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Eeference to Table OLV will show that marital status is of considerable 
significance in the distribution of acute iUness. Thus none of the widowers 
^re acutely ill and the incidence of such illness is relatively small amongst 
the widows as compared with the other two groups. Here again the acute 
illness amongst the nnmarrieds is twice as much as amongst the married 
people. On the other hand, the widowers suffer most from chronic sickness. 
This is inexplicable, but perhaps the differentiation amongst them, t.e., between 
the chronic and acute illness has not been properly carried out. As regards 
indifferent health, the figure for widower is unbelieveably high and none 
of the widows falls in the category. Taking total sickness into consi- 
deration, it is surprisingly high for the widowers, nearly half of whom were 
unwell. Equally surprising is the low incidence of sickness amongst the 
widows. As between the married and unmarried the former enjoy some small 
advantage over the other group. Here the age factor may be partly res- 
ponsible for the difference noticed particularly in the case of the widowers 
who are mostly old people, and we are not in a position to assess the precise 
advantage that accrues in married life firom these data. It is a matter of 
general experience that comparatively the married suffer less from diseases 
than the unmarried. This may arise both from the benefit of domestic 
care and ffom physiological advantage as regards non-specific resistance in 
married life as can be demonstrated in the case of nniTtinlR. 

'While in urban areas economic differences are marked and are associated 
with widely different modes of living, the same cannot be said about rural 
areas. In the present study members of the upper class families have certam 
amount of advantage over the middle class, both in regard to acute and chronic 
illnesses, and the middle class again has rdative advantage over the poorer 
section as regards such illnesses {vide Table CLVI). 

Table CLV. 


State of HeaUh According to Maritcd Stains. 


Uatltai Bbatna 

WeU. 

Acately lU. 

Chronically 111. 

Indifferent. 

Total. 

No. 

P. c. 

No. 

m 

Bo. 

P.O. 

ir.o 

hEI 

Uunoitled 

2,7iB 

88-6 

47 


66 

M 


7-8 

8,007 

Uoiiled . 

Z,3i0 

89-6 

SO 

0-8 

62 




8,014 

Widow . 

469 

97 -e 

3 

1 0-e 

9 




471 

Widower . . 

lOG 

SI’S 

0 

mm 

6 

H 

04 

4S’0 

206 


Table CL'VI. 

Stale of Smith According to Economic Stalus. 


Class. 

I Well. 

1 

Acntcly 111, 

Cbronlea'lf II). | 

1 Indifferent. 

Total. 

No, 

hQ 

No. 

p.a 

No. 

P.C. 

No. 

P.C. 

Upper 

703 

83-1 

0 

D 

16 

I’O 

71 

S’O 

800 

jnddle . 

■1 

87-7 

13 

■a 

19 

2-0 

83 

S’O 

932 

Lower . . 

■1 

88-3 

IS 

Ki 

22 

2-7 

68 

7-2 

809 
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Table CLIX. 

Siflkne-fs during the year c^ccording to Position i 

Secondary). 


in the Family {Primary or 


For cent. 
Fdmaijr. 



Leaving aside aE^tlima as a non-infeci^ous disease it strange to find tii^t- 
91 per cent, of influe^al pneumonia cases and 93 per cent, of cases of other 
nuspellweons (fiseases as also the great majority of cases of dysenteries and 
diarrhoeas/ ii^ucmza, Y. D., typhoid and para-ityphqid fevers, other fevere,. 
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chickcnpox and cholera should be primary. Actually the only diseases in 
which secondary cases slightly out-number the primary cases arc measles and 
mnliirin. - What maj- be the explanation of relatively low intra-family transv- 
inissiou of even diseases like influenza ? What arc the conditions which 
permit the infection of the disease to develop from outside sources ? From 
the housing conditions, the level of environmental sanitation and the crowded 
way of living as described in chapter II, one might have e.xpcctcd more frequent 
development of secondary cases. The average size of the family is 5’9 indi- 
viduals. Comparing the chances of acquiring clinical infection amongst the 
members of’thc family e.\poscd to a primary case, and of anj' individual, other 
than the primary case, in the whole population (irrespective of whether there 
were cases in the %dllagc or not) the former are little more than twice the latter 
in case of dysentery and dinrrhcca. It may be that on account of frequent 
traffic with Calcutta and suburbs, the primar}' cases have acquired infection 
outside the area from multiple sources. Is it because the strains of organisms 
arc low in properties of diffusion, of ti.ssue infection or of toxicity and have 
thus failed to produce clinical infection amongst the family members, or the 
people have acquired a high degree of resistance from frequent clinical or sub- 
clinical infection, or again the facilities for inter-family transmission are tiofc 
materially less than those for intra-family transmission 1 In the absence of 
more exact knowledge as regards the sources of infection in each case, the 
properties of prevailing strains of the organism, the degree and distribution 
of specific resistance and the relative spread of non-clinical infection amongst 
the family contacts and others, it is not possible to fully answer tlicsc questions. 
But these results suggest that thorough and continuous investigation regard- 
ing llic^ herd structure in rc.spcot of certain diseases may reveal interesting 
epidemiological patterns in respect of the various diseases constantly prevail- 
ing in the community. It is obvious that to devise measures intelligently and 
mjiiomienlly for interfering with the present distribution of infectious diseases 
the studies indicated above arc both of practical and theoretical iinporlancc. 
It may also be .stated that the picture presented here sugge.sts that conditions 
are favourable for the devclojiment of epidemics, if for any reason tlic limiting 
conrlition.s mentioned above fail to fuiietion. 

Second sickness. 

Of llie })crsons who reported siek during the year 278 persons or 

ll’'l per cent, suffered from a .‘second sickne.‘'S during the .same period. The 
age dtstril)Ution for various age groups is shown in Table CLX. 

TAitm: CJjX, 


Srroml Sirhtfss durittg thr yntr According lo Ag^. 
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It Is appanTst that young rhihlrrn show relatively more frequent ineidimee 
■of jrcoed rifkne‘a and to al'o the oM people. Aj'art from the extremes of 




















nife there is mote or less an even distribution, fn Table CLXI the sex distribu- 
tion of the second sickness is shown, and here again the incidence is relatively 
.^eater in males than in females. 

, Table CLXI. 


Second Sickness during the year According to Sex. 


— 

Males. 


Second sickness 






113 







(126-8) 

First sickness 

■ 

. 

• 

■ 


1,112 


N'ote. — Figures in brackets are the expected numbers. 


Second sickness and social factors. 

Education . — ^As may be seen from Table CLXII the educated people have 
•no advantage over the illiterate as regards the incidence of second sickness 
-which shows that the type of education received or the health habits practised 
by the literates do not safeguard them against disease under the environ- 
■ mental conditions in which they live. It would therefore be interesting to 
-see how the proposed school health programme brings about changes in this 
respect. 


Table CLXII. 

Second Sickness during the year According to Education. 


— 

Illiterate. 

Literate. 

Secondnr}'. 

High School. 

Cniversity. 

Seeond sickness i . 

* 


218 

40 

• 11 

0 

0 



(218-1) 

(36-3) 

(12-1) 

(10-7) 


First sickness . 

■ 

• 

1,913 

318 

106 

94 

7 


Kote — Figures in brackets are the expected numbers. 


Marital status . — The incidence of second sickness is less frequent amongst 
the married than amongst the unmarried persons. These differences are 
•obviously due to age constitution, to a large extent. AVidows are at a dis- 
advantage to a certain extent {vide Table CLXIII). 


Table CLXIII. 

Second Sickness during the year According to Marital Status. 


— 

Unmarried. 

Married. 

Widow. 

Widower. 

Second sickness 

• 

• 

• 

• 

• 

171 

(145-0) 

SI 

(105-2) 

24 

(21-9) 

O 

(3-4) 

First sickness 

• 

- 

• 

• 

• 

1,277 

923 

19-2 

47 


Note. — F igures in brackets arc the expected numbers. 


Occupation . — ^As may be seen from Table CLXIV the occupation makes 
little difference to the incidence of second sickness except in the case of * at 
school ’ at home and * other labourer ’. 

X.2 
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Table CLOT. 

Second Sickness According to Occt^tion.* 


— 

e 

0 
“S 

m 

1 
& 

1 

.a 

1 

•3 j 
S 

s 

At School. 

« 

s 

£ 

-< 

4) 

i3i 

« 

M 

A 

iS 

n 

Artisan. 

Cviltivator. 

fa 

s 

O 

.o 

.•a 

8 

S' 

a 

Industrial labourer . 

i’ 

o 

sO 

s 

5 

o 

Second sickne'is . 

first sfekness 

0 

(IS) 

10 

0 

(01) 

1 

2? 

(aa- 1 ) 

203 

H 


1 

(00) 

s 

46 

(47-0) 

412 

(01?) 

6 

7 

(0-3) 

55 



• SIcL-nra nf nsrc/ino tesikets at tlie expend nninben. 

blcLne;3 of persons having more than ono Oceupatlon has Jieon ahovm widtt each ql hia occnpatlona. 

Addition. ^Aa regards addiction, the .difference beWeen the actual Md 
^ small, but if anything, the advantage is Trith the addict} 
of toqacco smoking rather than with the non-addicts. The pbviom e:^lana- 
lon IS the differencepi in the age constitution of the two groups, lie num^ 
0 alcoholics IS small, but they seem to be at a certain amount of disadvantage 
as compared with others (vide Table CLXY). ' '' 


Table CLXV. 

Second Sickness According to Addiction. 


Sickness. 

No 

addiction. 

Smoldag, < 

Alcohol. 

Oplam. 

Choros. 

Bbsne- 

othm. 

Second elckn^ss . 

213 

(208-4) 

50 

(«5-4) 

0 

(8-2) 

O 

(3-0) 

0 

(0-1) 

1 

(0-8) 

18 

(lo-sy 

First sickness 

1,800 

505 

28 

26 

1 

8 

sx 


lfOTR,*-Flgures in braelrais are the expected nniaberi. 


Seasonal Incidence. 

Sewonal incidence of sifjkness is given in Chart VII. It will be observed 
that April and May are tlie healthiest months and September and October 
the most unhealthy ones according to the present experience. The total 
sickness curve, particularly in the later half of the year is largely due to malaria, 
tiff®® it is mostly constituted by ocher diseases of which 

fevers like measles and other droplet infwstion like inllDenza and influenzal 
pneumonia constitute the principal ones, 

Kalaiia. 

in principal cause of morbidity and mortality 

countTy. Wc have already described the environmental 
•ffluna mosquito breeding and have discussed the mosquito 

of malaria narasi/^** incidence of enlarged spleen and 




























bistribrUion of Hize of: Spleen According to Age and Sat. 





Koio. — Fi)|urei ia brachcti nret.to txpocted nnmbari. 
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Spleen rate. 

Spleen rate amongst children under 10 yearn of age was on an average 17T 
per cent, and amongst persons over 10 years it was 12*1 per cent. In Cliart- 
IX the spleen rates at quinquennial age groups are shown .‘•cjiarately for males- 
and females. It will be observed that ihe two curves rtm more or less parallel 
except near the termination, the female rates being as a rule lower than the- 
malc rato.s. In each case there is a donhle nsc, one representing older children 
and the otlier early middle age. It is diflieiilt to a.ssign rea.sons for the bimodal 
distribution and for the dill'erenccs observed in the males and females except 
that in the young adult, both the specific and non-specific resistance may he 
operative to a greater extent than at eitlier extremes of life. The sex differ- 
ences may i)artly arise from tlie dillicultie.s in jdiysical examination of females 
by male doctors, and partly because of the lower incidence of malaria amongst- 
them. 

It would appear that from early childhood to adloe-scence there is an 
increasing dispersion in the range of spleen size in hot h sexes [toe Table CLXn). 
In children under 5 years the 2 finger spleens are more frequent than may he 
expected. The average enlarged spleen for children under 10 years is 3-2. 
centimeter be 3 ‘ond the co.stal margin or 9'8 centimeter accor^ng to Christo- 
pher's method. Among person.? over 10 j’cars the average enlarged spleen 
is 3‘4 centimetre. The average spleen for these two j-roups is 0*57 and 043 
respectively. 

'We may fuitl cr cli cuss the mlargtmint of .‘‘pletn in a somewhat imcon- 
ventioual manner. Confining our attention to th se who have had malaria 
during the year, the spleen rate of the ‘ well ’ people was 33’6 per cent,, of 
the acutely ill 70*4: per cent,, of the chronically ill 87*3 per cent, and of those 
in indifferent state of health 63*8 per cent. These figures indicate that 
has a profound influence on the health of the people who had contracted 
disease during the year, whatever may be the immediate cause of ill healm 
at the time of investigation. To a certain extent it was so, even if those people 
■ were in apparent health at the time. Children who have had malaria but were 
‘ well ' during the survey spleen rate under 5 j’ears of age was 43-7 per cent., 
imder lO j’ears 40 per cent, and under 15 years 47*5 per cent. A spleen rate 
of 33*5 per cent, for the persons now in good health hut who had had malaria 
during the year as against 14*2 per cent, for others shows that the effects ot 
malaria frequently persist even when a person declares himself fit. A com- 
parison has also been made of the various degrees of spleen enlargenient lor 
people suffering from cholera, dysentery and diarrhoea, other fevers, innueiwa, 
measles, influenzal pneumonia, typhoid and para-typhoid and ^ 
Table GLXVII) as against the expected numbers for those who have had no- 
malaria and were well at the time of investigation. There was no noticeable- 
difference in the actual and the expected numbers in cases of influenza, 
influenzal pneumonia and asthma, hut persons suffering from measles, dysen- 
tery and diarrhoea and to a certain extent from ‘ other fevers ’ and typhoid 
and para-tjqihoid showed somewhat greater enlargement than expected.. 
These persons did not give any history of malaria during the year. Is it 
possible that some of these diseases have to a small degree contributed towards*. 
the enlargement of the spleen or they*Jiad suffered from malaria but had. 
forgotten ? We consider that the former possibility should not be ruled out.. 
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Table CLXVII. 

Spleeri Enlargeynent anioiigst Persons witiiout History of. Malaria who 'siiffgred 
from certain Diseases during the year. 
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IToiE. — Figures in brackets ate expected numbers. . i i> • . 

Blood parasites. , 

No blood parasite except malaria parasite ■n'as found in any person. .Thick 
and thin blood films of 5,436 persons were examined. One hundred and- 
eighty-four persons carried this parasite (3-4 per cent.). The 'parasite^ rate, 
amongst children under 10 years was 5-3 per cent, and that amongst persons’ 
over 10 years it was 2-6 per cent. The gametocyte rates .in the two groups 
were 40-0 and 37*2 per cent, respectively. The distribution of the yarious. 
species of parasites is shown in Table CLXyill. , " • 


Table CLXVIII. . ' ' ' ; 

, r I . ' ..s' . 

Incidence, of Different Species of Malaria Parasites in me 'Satnple Pppulatwf}^ . 
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The percentages of the males and the females carrying parasites at diflerehu 
age groups axe shown in Chart VIII. _ ‘ 


■ . Haemoglobin. ' ' ' 

J-'Five thousand nine hundred and forty-two persons, were exaniiiipfl .for 
haejrnosi9^^^ content of the blood. 
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Table CLXIX. 

Sisbibutityn of Pcrsms who had had ceflain Illuesses duntig the year dbcoYd- 
ing io varyiiig percentages of Haemdglobln. 
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Note.— Plcnres In bneketa are expected numiMin dcrlieil from dnU lor * irell ' pcMonH who h«e had 
BO llbknesh during the fenr. 


Haemoglobin deficiency is more marked amongst the females than amongst 
the males, thus while aihongst the former — 50 per cent., —75 per cent., 
and under 100 per cent, deficiencies are present in 1‘6 per cent., 81*3 per cent, 
and 17*1 per cent, reapedtively, the cdrrfespondirig figuiefe for the females ore 
2-0 per cent., 85'8 per cent, and 12>2 per. cent. 

Taking aiidpOitits of the intervals on the Tdlqiiists scale, the average 
haemoglobiii percentage for each sex and various rig'e g’rotip’s ^t^e^fe calculated 
•add the deficiencies fifom maximum were worked out. These are shown in 
Chart X. it will bc Observed that starting with 35 per cent, deficiency in 
both sexes, in the age group imder 5 years, there is little change in the male- 
jlopulation till adOlOscehce when a sharp improvement takes place and the 
haemoglobin deficiency is reduced to under 30 per cent. Early in adult life 
there is a slight deterioration which continues progressively till the old age, 
when the same level as in the begirining is reached. The picture is mat^ally 
■ different for tho fCfiidl^. ThOy continue at the same level aS they BSgifi till 
tie age of ^ when there is a sudden deterioration touching 38 per cent, 
deficiency. There is a partial recovery at 35 years of age after which, slight 
improvement continues till Old age when the female curve again iheets the 
-male curve. It may be noted that, the period of greatest deficiency in haemo- 
globlh cOuteht of the blood amongst the females corresfibndS to the period of 
latest te^fOdiictive activity ( 4 e^ page 102). It inay alfib be seeil {vide Chart 
XI) that the relative iVequeucy of hookworm infestation in the two sexes, 
at the various age periods, does not explain the sex differences in haemoglobin 
d^ciency. While we cannot exclude hookworm infestation as a contributory 
cause for anaemia in this community, there are, evidently a complex group 
^ causes operating to bring about the unsatisfactory blood picture. Nutri- 
tidnai deficfencite and ihhlaiia dhd possibly other dytases tlrd Sonie df the 
casual factors which await investigation. There is a jstfofig feuggettidii that 

















pregnancy amongst the females is also associated with low haemoglobin. More 
light may be thrown on the problem by further analysis, though the figures 
are small. A comparison of the haemoglobin percentages of persons suffer- 
ing from certain diseases as compared with the expected numbers derived 
fcoin ‘ well ’ persons who have had.no illnesses during the year are set out in 
'Tible C/L5J!IX. It will be seen that persons with lower hdemoglobin percentage 
are inore frequently met with under malaria, asthma, diarrhoea and dysentery 
ahd t'o a certain extent under cholera and perhaps under influenzal pneumonia. 
In other diseases like measles and typhoid and in ‘ bther fevers ’ like ihflueiiza 
■either no difference from the expected numbers is noticeable or there is a slight 
■difference in the reverse direction. Thus this analysis would suggest that the 
ehief cdhses of andeinia amongst those for ^'hdm ihforihiatioh is available arfe 
nialatia, aSthiild dnd dysentery and diarrhoea. 

Stool parasites. 

Stools of 2,195 individuals were examined, 2,134 of whom belonged to 
•Group 1, 5 to Group III and 56 to Group II. Considering only the permahfeiit 
residents of the Area stdols were examined of 1,135 men and 999 women. In 
both sexes together the carrier rate of hookWorm ova Was 43*9 pfer cfeht. slight^ 
ly more ahiongst the males (46*4 per cent.). Ascaris infection was present 
in 3-7 per cent, of population —3*1 per cent, amongst the males and 44 per 
■cent, amongst the females. The difference is not significant. Other stool 
parasites were found in 1*2 per cent, of the population. 

The carrier rates of hookworm ova for the two sexes at different age groups 
.are shown separately in Chart XL It would be observed that the rates for 
the two sexes run more or less parallel. There is gradual accumulation of 
the w’orms as the age advances up to the middle age and then there is a slight 
-decrease in the infestation rates amongst the old people. These findings are 
based on rough method of stool examination. Investigations involving the 
use of more exact methods and estimation of the number of eggs per c.c. of 
•faeces are indicated. Improvement in the disposal of night soil accompanied 
by mass treatment will probably lower the incidence of the state of indifferent 
.liealth, improve the blood picture and increase the working efficiency of the 
jpeople. 
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. . CHAPTER Xr. 

Stafs of Health and Disease. 

Morbidity in Special Groups of Population. 

We Lave already discussed the distribution of sickness by causes for <- 
various age groups. Considering the main age groups, wiz., the infants, pre- 
school children, school children and adults the distribution of sickness from, 
all causes is given in Table CLXX. 


Table CLXX. 

Distribution of Sichms during the gear according to Special Age Groups. , 
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fatal ca«C8. 

71-4 

50-4 

43-7 

37-9 
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3S’o. of siek persons per death • 
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■■i 
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It may be mentioned here that sickness history for infants (possibly for 
pre-school children) was not fully elicited -while filling the General Individual" 
Schedule but fortunately this deficiency could be made up because the informa- 
tion Avas repeated in the Addendum for infants and pre-school children.’ Thus'' 
Avhile the histor)' of sickness was obtained in the General Individual Schedule- 
for 48 infants only, from the Addendum history of sickness -was elicited in' 
118 instances. In the case of pre-school children the information contained' 
in the Addendum corresponds fairly closely rrith the data obtained from 'the - 
General Individual Schedule. It is cleacrly seen that percentage of population- 
that suffered from various illnesses decreases Avith age, AA'hether Ave include- • 
the fatal cases or not. Just about 40 per cent, of the total population suffer-' 
ed frcm some disease or the other and survived and including the fatal cases' - 
the percentage Avas over 42. Sickness amongst infants involA’-ed over 7V 
per cent, of infant population, 50 per cent, of the pre-school children, 43 
per cent, of the school children and 38 per cent, of the adult population. These 
are impressiA'e figures which haA’-e to be borne in mind by the Public Health 
Administrator. Leaving for the moment the school age population from 
consideration, it will be obserA*ed that the number of sick per death is the • 
lowest amongst the infants and it increases as the age advances or to put it 
differently the case fatality rate (all diseases) decreases with age. This is a 
well established epidemiological phenomena and the data presented here 
clerrly indicate hoAv necessary it is to try and reduce sickness in early age. 
This Avill not only reduce the high mortality in tender age groups but Avill 
also lower the total death rate. Here again the data presented should be of’ 
special interest to the Public Health Administrator as regards relative emphasis 
on various sections of the health programme. As regards the exceptionally 
low case mortality noticed here for school going population it should be re- 
jnem ere that onlj;- ip deaths amongst this group Avere recorded. The school 1 
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age population amongst the sample is onh' 1,720, and the death rate on the- 
basis of the recorded mortality is 5-8 ±1*7 mille. It is possible that amongst 
this group 3 deaths have been missed. In any case there can be no doubt that 
fewer deaths compared to the sickness occur at school age than at other 
periods of life. 

. Infants. — It is generally believed that socio-econoihics, as well as the 
environmental factors have a great bearing on infant mortality rate, and 
indeed this rate has been generally accepted as an index of the conditions 
named above. A comparison of the morbidity rates amongst infants for 
different economic status at various age periods has been made {see Table 
CLXXI). Strangely enough, group I or the uppermost economic group in 
almost all age periods shows the highest morbidity rate (the only exception 
being age group 3 to 6 months). For the economic groups I and II the 
morbidity rates are irregular. How to explain these strange results ? These 
figures relate to the survivals ; the illnesses of fatal cases have been ignored 
which in early life may contribute a considerable proportion of total sickness. 
Is it possible that a much higher rate of mortality amongst poorer infants 
has brought about these results or these findings are .spurious because the folks, 
of lower economic levels give less accurate information than their more prosper- 
ous brothers ? Unless these snags have been removed it would be hard to 
believe that prosperity, even in the limited sense in which it prevails in this 
community, is, in an}^ way, related to greater incidence of sickness. 


Table CLXXT. 

Incidence of Sickness during the year in Infants According to Age and Prosperity 

Levels. 
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More detailed causes of sickness amongst 118 infants are given in Table 
CLXXII. It will appear from the statement that dysentery and diarrhoea, 
measles, malaria and bronchitis constitute the principle 'causes of sickness* 
The above table may alsb be of iiiterest'to those concerne'd' with neonatal 
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inorbidhy. It 'will be observed that excluding fatal caset sickness fiite is 
bigb immediately after birth and decreases during one to three months and 
then rises again steadily till the end of the first year. 

It is generally believed that "weaning is considerably delayed in this country. 
'Our data are small (see Table CLXXIII) but they seem to suggest that under 
the conditions existing in the community there is a considerable amount of 
advantage for those "whose diet is restricted to mother’s milk. There is a 
possible fallacy in this argument because it may be that the unweaned infants 
being younger have had shorter period of e:q)osare and shorter span of life 
in which to become sick. The only way to make proper assessment would 
be to base the experience of sickness on person days lived. This analysis 
being of a rather elaborate nature has not been carried out at present. IIo"w- 
evcr, it cannot be said that the biological advantage is with the uhiv'^hed 
^oup. The above criticism has been largely removed in Table CLXXlV 
where the percentage of sick (including fatal cases) has been reduced to month- 
ly basis at different age groups. The advantage enjoyed by infants iiom 1 
to 6 months (when they would be breast fed) over older infants is clearly 
shown. This is perhaps understandable when one thinks of chances of infec- 
tion conveyed through cow’s milk or other food. Acquired passive immunity 
6om mother’s milk, etc., is an additional factor. 


Tablr CLXXII. 


Diitribution of Sichiess bxj Carnes amongst Infants of Variotls Age Grouiis. 
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Table CLXXIII. 

* 4 >• « % • 

SKkness during tj^e year According U> Infant’s Food. 


Solid Food. 
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Table CLXXIV. 


Sickness per month amongst Infants According to Age. 
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* Aasumlng death at the end of the period. 


From the data presented in Table CLXXIV wc may obtain the average 
morbidity rate for infants as follows : 52 infants having lived for 12 months 
constitute 62x12 or 624 person-months. Fifty or (102-62) infants having 
lived for 9 months constitute 50x9 or 450 person-months and so on. Thus 
the total number of person months of risk is 1,712 or 143 person years. The 
number of sicknesses amongst infants is 123, hence the morbidity rate k 86:0 ■ 
per cent. Excluding repeated illness of 6 infants, the rate is reduced to 82:5 • 
per cent. Including fatal cases the morbidity rate (not counting repeated 
sickness) amounts to 96'1 per cent. 

Pre-School Child . — A statement of the incidence of sickness at different 
years of life for pre-school children is given in Table CLXXV. It will be seen^ 
that siclmess rate decreases as age increases. The only exception to this 
well recognised rule is sickness dqring the first year of life, which is obviously 
due to incpmplpte information. It is probable that in grown up children 
illnesses of earlier life have been forgotten unless they were of serious nature. 
Confining our attention to sicknesses which occurred in the immediate past 
year we obtain results as given in Table CLXXVI where the nature of sickness- 
is also shown. Thus it will be seen that the exception mentioned above does 

not hold. 

As TPcards the nature of diseases affecting the pre-school children, measles-- 
and^arfhoeas and dysenteries rank high. 
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Table CLXXV. 


Sichncss Histories 
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■community like this where milk is rather sca'rcc, it is not given as a regular 
food to an average child but is given more frequently when the child is sick. 
•Besides, it is probably linked up with age factor, that is to say, that younger 
•children amongst Avhom morbidity rJite is higher, receive it more frequently 
than the older brothers or sisters. 

T.U1LE CLXXVII. 

Sickness in lielntion to Milk Feeding in Pre-School Children. 
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School Child . — As we have previously stated the examination of school 
• children was carried out by the School Medical Service as a routine measure. 
A statement of the numbers of school and of scholars in the four unions is 
given in Table CLXXVIII. 

Table CLXXVJII. 

School and Scholars According to U^iions and Standards, 
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From Table CLXXVIII it is obvious that as (between the 4 Unions there 
Js great disparity in the number of schools and of children attending primary 
school. Since Be^mpur is the most prosperous of the four Unions the 
• economic factor could not be the sole explanation of the differences noted 
.above. The educational advancement in Singur owes a great deal to the 
generous and public spirited activities of the late Mr. S. N. Mullick, C.I.E. 
■Another point to observe is that the children reaching the IVtli standard 
-constitute a little more than one-fourth (26*3 per cent.) of the entrants in the 
•1st standard which means a great wastage of educational effort. It is parti- 
-cularly noticeable in Begumpur and least in Singur Union. It may be also 
'noted that the Unions differ in regard to the suitability of teachers for purposes 
of health training. The periodical health examination of only 032 out of a 
•total of 2,384 children is shown in Table CLXXIX. A statement of the various 
•defects detected and expressed as percentage of the number of children examine 
•ed is contained in Table CLXXX. Malnutrition heads the list. Other 
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important defects are unhealthy teeth and gums, diseased or enlarged tpiMils, 
anaemia, enlarged glands, scabies and enlarged spleen. {Of. Similar date, 
obtained for sample population during the survey. In many iiwtances^ 
differences arc marked, the ratc.s given in table OLXXX may not bo applioable- 
to the entire school population.) 


Table CLXXIX. 

Periodical Heallli Examination of Primary School Children Carried Out in 1944.. 
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In table CLXXXI information is given regarding the number of children 
exhibiting physical defects and the percentage of defects corrected. 


Table OLXXX. 

Percentage of School Children Shotiring Certain Defects. 
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Table CLXXXI. 

Defects Found in Primary School Children arid Percentage Corretdfd- 
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Trom table GLXXXI it will be observed that 84 per cent, of the children 
exhibited one ox more defects. This is a hi gh figure, even though the standari^. 
of examination and of fitness could not have been high. However, the small 
amount of variations observed in the percentage of defective children in the 
four Unions would suggest that these standards were more or less uniforndy 
applied. It is rather surprising that the percentage of defects corrected is 
lowest .in Singm. A possible explanation is that the number of children 
examined in this Union was considerably higher thap elsewhere. If that .bp- 
so, the present school health service needs considerable stren^hening if the- 
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medical- examination is to be extended to the wliole of the primary school 
population and if satisfactory clinical service to the defective children is to 
be rendered. 

Duration of sickness. 


It is customary to confine the discussion on morbidity to the incidence 
in various groups of population and by causes. Little attention is paid to 
the loss sufTered by a community in terms of quality of population and man- 
days lost except occasionally for industrial population. In certain American 
studies however, information is available about the duration of all illnesses 
for civil populations in rural and \irban areas. In dealing with the morbidity 
of special groups we have drawn attention to .some of the remote consequences 
of sickness affecting the quality of the population. Here we propose to deal 
with the duration of sickness at different periods of life and for various diseases. 
The relationship between deaths and duration of sickness is also considered. 

In Table CLXXXII the morbidity and mortality rates, duration of illness 
per sick person and per head of population as well ns number of days lost per 
death, have been given, for different periods of life, for all diseases and for 
principal diseases separately. In Table CLXXXII it will be observed that, 
considering all the diseases, the morbidity rate decreases with age, average for 
all ages being 396 per millc, i.e., two-fifths of the whole population is sick, at one 
time or the other during the year. The mortality rate also rapidly decreases 
with age; it reaches its minimum value at the school-going age and then 
rises again in later life. The contrast between infant mortality rate of 148 
(based on infant population and not on births) and the school-age mortality 
rate of 5 is remarkable. For all ages the mortality rate is 24 per mille. On 
the other hand, the number of days of sicknes.s per .sick person, increases 
with age till the school-going age when it is as high as 52 days. It practically 
stays at that value, being 51'5 for adults. The average period of sickness 
per case is 50 days. This is a high figure indeed, and ic shows that minor 
sicknesses have been omitted. It is true, that these estimates are based on 
crude information and, as we shall see, the prolonged illness is mainly referable 
to Malaria and Diarrhoea and Dysentery. Even so, one cannot but be 
impressed with the slow rate of recovery amongst these people once they are 
ill, which may be due partly to the absence of efficient treatment (see page 68) 
but it may be chiefly ascribed to the lack of adequate response on the part of 


the tissues. 


Table CLXXXII. 


Morbidity Tiale, Mortality Rate and Duration of Sickness for All Diseases and 

for Different Stations of Life. 
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The loss "of 'tiihc tltic to sicicncss per "head of populatibii in the variou^hge 
^’ups also increases with age up to s3hool-age iind later 'decreases slightly. 
Thus, the loss per head of population in the school-going age (including those 
who fell sick and those \vh6 did liot) is ii vliolc working month. A loss of 
eighteen and a half days per head of adult population, 1!)'6 days for all iiges, 
must he serious economic loss to the family and to the community. In these 
estimates fatal cases have not been included. Taking these cases into 
account, one more daj* has to he added for the lo.ss suffered by adult and a 
day and a half, for all ages. We have no comparable figures for other com- 
munities in this country btit the results of certain American studies may be 
given here. In 1938. a survc}’ of 308 rural familie.s (Hollingsworth and Klein, 
1913) until a membership of 1,250 persons liclonging to the Standard Umsted 
community in a petroleum area, Arkansas, was carried out by collecting data 
referable to the preceding 12 months from the date of study. The average 
number of days of illness varied between 9-1 and 15-5 per person for different 
age groups. In another rural community belonging to 21 South Carolina 
cotton-mill villages were collected for 22.000 persons. The average duration 
of disabling illnes.s ]ier person of nil ages was found to lie 9-3 day.s. It varied 
between 3-1 days for children 5-9 years and 22-1 for old jiersons above 0:1 
years (see Table CLXXXIII). Thus, apart from the temporary and perma- 
nent loss in efficiency due to sickness, a loss of such a large number of working 
daj's must necessarily be a handicap of considerable magnitude, to any nation 
aspiring for industrial independence. 


Table CLXXXIII. 

Disabling Illness ; Average Number of Days for Person by Age Group in 21 South 
Carolina Coilon-Mill Villages, April-Deeembcr 1917 (22,000 White persons). 
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Taking all ages together and including the fatal cases each individual in 
this area, on an average, loses 21 days in the year through sickness. This is 
a tremendous loss. Again, for each death that occurs the community loses 
800 man-days through sickness or to put it in another way, with each death 
one individual may be considered not only out of commission for two years 
and two months but also a charge on the community for maintenance, nursing 
and treatment. How many people realize this significance of the mortality 
statistics ? But this is not all, because the loss so sufiered is by no means 
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•'Uniformly sprohd over tlifc various periods of life. The infants Avhose economic 
value of time is suffer less than one-eight the loss in person days as com- 
pared to the adult. Pre-school children also lose a relatively shorter period 
for each death. The adults lose 872 man-days or 2 years four months and 
52 days for an individual, per death, but phenomenal loss occurs in the case 
of school child. When a child of school-going age dies tliis group of persons 
lose 3.898 man-days or 10 years, 8 months and 8 days through sickness. The 
•death rate being 5^1*5, its maximum value may be reasonably be taken as 8 
in which the man-days lost per death would be reduced to 2,436 which is still 
a large number. This is because low death rate in this age group is coupled 
with high morbidity rale and long duration of sickness. As we have already 
seen (page 71) the children attending school have a higher morbidity rate than 
children of school-going age not attending school. Thus if, as we expect, 
there is a general and rapid extension of education in the near future without 
corre.sj)onding improvement in the control of diseases, we may be faced Avith 
an even wor.se situation than at present. The educational authorities will do 
well to take a note of this observation for they must make sure that their high 
object is not defeated through excessive morbidity rate amongst the children. 

Table CLXXXW. 


Morbidity Rate, Mortality Rate and Duration of Sickness for Malaria and for 

Different Stations of Life. 
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Let US now consider a few important diseases individually. Unlike overall 
morbidity rate, malaria rate increases with age till the soliool-age and then 
declines in adult life— the average of all ages being 260 per mille as against 
396 for all diseases {see Table GLXXXTJ). Morbidity rate, on the other hand, 
follows the same course as the overall mortality rate, being lowest at school 
awe. The rate for all ages is 4-7 as against 24 per mille for all diseases. A 
point of special interest is the high mortality rate (10-6) for infants with a low 
morbidity rate, thereby emphasising the high case fatality rate in malaria 
amongst infants which is a fact generally accepted by malariologists. The 
greatest loss, however, ocems amongst pre-school oliildren and least amongst 
the school children though the morbidity rate is the highest in the latter. 
Duration of siclcness per malaria case is also longest in this group being over 
two months. It would appear that the shorter duration of siclcness amongst 
pre-school children and particularly amongst infants is largely due to speedier 
fatal end but probably also partly due to quicker recovery in the case of sur- 
vivors. The stalemate between disease and resistance is reached at school 
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age with more frequent ^^ctory for the latter than in any other age period. 
Later in adult life the period of -sickness decreases but the death rate is doubled. 
The significance of this observation cannot be properly understood unless, 
adolescents, adults and old people arc separately considered. The average 
period of malaria fever, for all ages in 57 and a half days — a pretty long period 
which is frequently broken up by a number of intervals of intermission. Of all 
periods of life the school-age suffers the greatest loss of time from malaria 
indeed, major part of the time lost through sickness at school age is due to 
malaria. 

The loss per head suffered by infant population from malaria is relatively 
small being only 3 days as against 20 days by the children of school going age, 
and 13 by the pre-school and adult populations. For all ages, half a month 
per head of population is lost through malaria every year. 

j\Ian-days lost per death from malaria is enormous for school-age children. 
viz., 8,C6D or 23 years and 9 months in terms of an indindual. Loss for adults is 
also considerable, though not as high as for the school age children, being 
2,847 man-days or 7 years, 9 months and 22 days for a person. 

Dysenteries and dinrrhojas arc particularly hard on infants as both morbi- 
dity and mortality rate are absolutely and relatively high. The prc-schoo 1 
child also fares badly in regard to both these rates but the school-age child is 
the least affected {see Table CLXXXV). These affections to a certain extent 
increase in importance in adult life but nothing like infancy or early child- 
hood. The average period of sickness for all ages is 41 da3r8. It is lowest in. 
case of infants, viz. 16 days. For other periods of life it varies but compara- 
tively little being round about 44. Unlike malaria the school child is detained, 
by dysentery or diarrhoea for almost a week less than either the pre-school 
child or the adult. In this case the loss per head of population is the greatest 
for the pre-school child and the least for the school age population. .Averngo 
for all ages is 1-8 days. 


Table CLXXXV. 


MorLidity Rate, Mortality Rate and Duration of Sickness for Dysentery and 
Diarrlicea and for Different Stations of Life. 
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I^ss of man-days per death from dysentery and diarrhoea is small com- 
pared to malaria, the average for aU ages being 460 man-days. The sehool- 
age chi d as usual loses the largest number of man-days per death, it being 










561 followed by the adult with 722 man-days. Infants lose 99 man-days and 
the pre-school children 338 onl)'. In terms of an individual the loss per death 
per infant, jire-school child, school-age child and adult is 3 months 9 days, 
11 months 8 days, 2 years four and a half months and 1 year 7 months 7 days 
respectivelj’. 

hlcasles mostly affect the pre-school child, the morbidity rate being 147 as 
ngainst 69 for the infant and 73 for school-age child (sec Table CLXXXVI). 
ITor the adults the morbidity rate is only 6 per mille. No deaths occurred at 
any jieriod of life. The period of sickness varies little for the various periods 
•of life, the lowest being 7'4 days for infants and the highest 9*3 days for 
pre-school children. The average for all ages is 8‘3 days. Per head of popula- 
tion moasle.s causes a loss of a day and a half in the case of the pre-school 
child and half a day each for the infant and the school-age child. Por the 
adults the lo.<5s of time through measles is negligible. 

Table CLXXXVI. 


Morbidity Rate, Mortality Rate and Duration of Sichxcss for Measles and for 

Different Stations of Life. 
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Table OLXXXVII. 


Morbidity Rate, Mortality Rate and Duration of Sickness for Pneumonia and 

for Different Stations of lAfe. 
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Pneumonia is not a common disease, the average morbidity rate for all 
ages being 6 per mille. The adults and the pre-school children suffer more 
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than others, the morbidity rates bewg 8. and 7 respeotiyely (w? Table 
CLXXXVII)- Deaths were recorded only amongst adults, the mortality' 
rate being 1*7. Average period of sickness for a case of pneumonia is 30 days,, 
being highest viz,, 44’5 days for the adults, 24 d< 7 ys for the pre-school children 
and 22 days for school-age children. The loss of time per head of population, 
is relatively trivial being less than quarter of a day. The adults lost 222 man- 
days or 7 months and 12 days in terms of an individual. 

Taule CLXXXVITI. 


Morbidity Rate, Mortality Rate ami duration of SicJcncss for Influenza ami 

for Different Stations of Life. 
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Influenza is even less common than pneumonia, the morbidity- rate for all 
ages is only 6 per mille. It is 7 per mille for adults, 6 for school-age children,. 
3 for pre-school children and 4 for infants {see Table CLXXXYIII)* No deaths, 
occurred. The average period of sickness per case is 8*6 days for adults and 
6 days for the school-age children. Loss per head of population is nominal,. 

From this limited experience it may be stated that dysenteries and diar- 
rhoeas and malaria are the most important diseases as life risks for infants, 
and young children. They arc also responsible for huge loss of time at all 
ages, particularly the school-age and the adult life. 

Investigation of Infections Diseases. 

In our present stage of development of community health in this coiintry 
the investigation and control of infectious diseases justly claim a high priority 
in the scheme of public health organisation. Not only do these diseases- 
carry away a large number of victims every year but they are also responsible 
for a considerable loss of working time and for undermining the national 
health and efiftciency entailing enormous loss of national income and produc- 
tive capacity. An important feature of the acute infectious diseases is their- 
great variability in regard to parts of the coimtry involved and the seasonal 
and annual incidences. Their anticipation and early detection and control 
are matters of utmost importance. Much basic knowledge can be acquired 
by scientifically conducting routine local investigations and properly interpret- 
ing results. This knowledge may greatly help in the satisfactory control of 
these diseases. For systematic epidemiological investigation proper training, 
and experience are required which are not infrequently 'lacking in officials 
charged with these duties. 
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To, assist routine inyestigations we Have designed a speoiaj solied,ule. wMeli 
will, be found in Appendix II. This schedule can be satisfactorily handled 
by trained and experience workers only. In the present study such training 
could not always be arranged and consequently results -v^^ere sometimes not 
entirely satisfactory. However, some remarks on the cases studied have 
been made below for each disease separately. 

Ttcberculosis . — Mantoux test on general population is the minimum require- 
ment for the investigation of tuberculosis problem but for a proper discussion 
of the epidemiological features of this disease expert reading of skiagrams is 
essential. As a matter of fact we have to await the introducton of the mass 
skiagraphy for essential knowledge of the disease. These specialised tech- 
niques were not employed in the present survey but in view of the social im- 
portance of the disease it is suggested that whenever feasible the survey 
staff should include a physician with expert knowledge of tuberculosis and 
arrangement should be made for miniature mass skiagraphy specially when 
urban coinmunities are the subject of investigation. From the crude data 
obtained in the present, study we gather that except in one case, 
the. disease was recognised for the first time during the Survey. The 
duration of sickness yaried from 20 days to 4 years. In. many instances 
a near relative was the probable source of infection. Except in one case, 
conditions for the spread of infection were most favourable and many persons 
were exposed. Patients depended, upon relative for nursing but in one ins- 
tance there was no attendant. With one exception there was no. evidence of 
conscious effort on the part of the pa-tient or the attendants to preyent 
spread, of infection. TMs was ascribed to lack of knowledge of the mode 
of transmission of the disease and to poverty. None but one patient received 
outside assistance and that was from a non-official source. The estimated 
economic stram on the family, due to loss of wagw and to expenses in 
connection with siclmess varied from Rs. 5 to 200 per month. ' 

J^jprosy , — ^There were three lepers, one of which had been notified although 
they were cases of old standing namely, of 6 to 15 years duration. The disease 
was believed to have been contracted from patient’s father in one case, in 
the other two cases the source of infection was not known. ‘ The clinical 
e'sndcnce suggested infectious nature of tw’o patients but in the third case the 
investigator was not certain. JIany susceptible persons were being exposed 
to infection. No conscious efforts were in evidence to prevent the spread of 
the disease. Only in one case the family possessed knowledge of the mode of 
transmission. One patient was being nursed by relatives, other two were 
not being attended to. None of them received any outside assistance. The 
financial loss suffered by the family amounted to Es. 180 per annum in one 
case and Es. 100 per year in another. No economic loss was suffered by the 
third family. 

Measles . — ^None of the five mea.sles case.s had been notified. For one case 
it is claimed that a previous attack of measles had occurred two years ago. 
One patient was in the second and the other on the 4th day of the disease at 
the time of visit, others were 10 or 11 days old. Thus two of them may be 
presumed as infectious. They were in contact with many susceptible children , 
A previous case in the family or amongst a neighbour account for infection 
in 3 instances. In other two cases the source of infection could not be traced. 
All the patients were being nmrsed by relatives and none of them received any 
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outside assistance. None of the families had definite ideas of the mode of 
transmission of the disease and no efforts had -been made to safeguard the 
susceptible children. Economic loss was estimated by one family as Ks. 18 
per month. No pecuniary loss was sustained by otW families. 

Typhoid . — ^There were only two cases at the time of the survey, one having 
been notified by the attending physician and the other by ‘ chowladar ’. Both 
were first attacks, one of them was in the 4th and the other in the 6th week of 
the disease. They had not been previously immunised. In one case the patient 
is believed to have been infected from a known carrier with whom he had 
been in close contact during the previous 3 weeks. In the other case the 
source of infection could not be traced but he partly boarded outside. Both 
of these patients were presumably infectious. One of them was satisfactorily 
isolated, the other was not. Both were being nursed by relatives. Besides, 
one of them received ofiicial and the other non-official outside assistance. 
Conscious efforts to prevent the spread of the disease were observable in one 
case but not in the other because of the vague ideas about the method of trans- 
mission held by that family. The monthly monitary loss suffered on account 
of the sickness was estimated at Rs. 10 in one case and Rs. 40 in the other. 

Smallpox — A case of smallpox of 8 days duration was investigated. It 
had not been notified, source of infection could not be traced, but it is 
probable that he was infected at the Railway Workshop where he worked. The 
patient was infectious and was in a position to transmit infection' to others. 
No conscious effort was being made to prevent the spread of the disease. The 
family was responsive but ignorant regarding causation. He was being 
nursed by relatives and outside assistance was being received. Being the 
head of the family and the only earning member, financial loss was consider- 
able and was estimated at Rs. 75 a month. 

Chicken pox.~One case of 10 days duration was investigated. The source 
of infection could not be traced. She was infectious and was in a position to 
infect others. Probably she infected her brother during the incubation period. 
The patient was being nursed by relatives and no outside assistance was 
being received. The family did not suffer any pecuniary loss on account of 
this case. 

Mtimps . — ^Two cases of mumps were investigated, neither had been 
notified. The somce of infection could not be traced. One case was of 3 days 
and the other of 14 days duration. Both were presumed to be infectious and 
were in a position to infect others. Nursing was being done by relatives, no 
outside assistance or advice was being given. The families did not possess 
knowledge of the method of transmission and no conscious effort was being 
made to prevent the spread. 

The Mectious Diseases Service. 

^ The survey commenced synchronously with the inauguration of the 
activities of the reorganised public health administration in the Centre, and 
continued for the first 7 months. Since the sickness records refer to previous 
year from the date of investigation of families it is evident that the majority 
of the cases would have occurred before those activities could have reached 
them. Bes ides, the reorganisation would naturally take time to develop to 
rts full structure. Hence for a numerical estimation of the services given to 



179 


■the cases of notifiable diseases before the institution, of the reorganised 
scheme we may substract -Jth as the contribution of the ne'w administration 
from the total service rendered. As maj' be seen from table CLXXXIX of 
the 660 cases of notifiable disease recorded during the survey only 2*9 per cent, 
received diagnostic visits, 0*2 per cent, supervisory visits and 0*3 per cent, 
terminal visits. Percentage of cases receiving any kind of visit is also shown 
in the table. The nmnbers arc small, but it Avould appear that the visits are 
practically restricted to cases of cholera and smallpo.v. If we deduct Jth 
from the number of visits paid, there would be no material change in the 
description of the infectious disease service at the time of introduction of the 
reorganisation scheme. It is not possible in a survey like this to go into the 
details of the quality of the services, but these data should provide a rough 
base to measure the improvement that might be effected in the control of 
infectious diseases under the reorganised scheme, through a subsequent 
survey. 


Table CLXXXIX. 


Services Jtendered in Cases of Notifiable Diseases. 


Xniiic of dUenso. 

Xaturo of Service. 

Jfil. 

Dlasno* 

atlc. 

Super- 
visory. . 

Terminal. 

Fcrccntaire 
of sialtj 
paid. 

Total. 

Chick'll i.ox . 

• 


10 

■H 



• . 

10 

•ClioleM • • • 

• 

• 

18 



2 

18-2 

22 

DlarrlmM * dysentery 

4 

« 

■>40 


1 

• • 

2-8 

247 

ilipthcrl.t 

• 


1 



• a 

•• 

1 

SIcasI's 

■ 

* 

200 




1-5 

273 

Jifcninijltii 



1 

•• 



•• 

1 

■Mumps . 



4 

-• 



•• 

4 

Pnciiinoiil.i 



37 

2 



5-1 

30 

Siualip .V . • • 



0 

2 



26-0 

8 

T B 

• 

e 


•• 



•• 

7 

'i’yj)i_)il and paratyphoid 

' 



8 



7-1 

42 

Total 

' 

038 

10 

1 

2 

3-3 

QGO 


Assessment o£ Routine Vital Statistics. 

An account of the present method of the collection of Vital Statistics and 
■of the proposed improvements according to the Reorganisation Scheme has 
been "iWn in Chapter IV. A few remarks regarding the n are offered here. 
Both the sample and the routine data relate to 1943. 

Births . — Birth rate of the sample population is 42'6±2'27 as against 30*5 
accordino- to the routine statistical data for the whole population. Since the. 
latter figure is significantly lower than tlie estimate obtained in the survey it 
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is, evident that quite a number of births have not been recorded. This is in 
accordance with the cjtperiencc of the workers in tlic Maternity and Child 
Welfare Section of the Institute. 

Since one of the primary objects of the Sin"ur Health Hcorgauisation is to 
improve the recording of the Vital Statistics, it will be of interest to sec what 
progress has been made when a similar comparisoJi is carried out at a later* 
date. 

Deaths . — A statement of death rates by causes for tlic whole population as 
obtained from the routine statistics and for the sample population is given in 
Table CLXXXX. The death rate works out at 10-5 instead of 22'8 
±1*41 for the sample population. The sample rate just fails to|includc the death 
rate of the community within the range at 0 per cent, level. Since there ia 
a possibility of failure in registering deaths, it is more than likely that the 
sample rate is nearer the true value than the rate based on routine statistical 
data. 


As regards the spcciiic death rate.s it will bo observed that more deaths- 
are ascribed to ill-defined or popular diseases, ‘other fevers*, ‘ other respirator}' 
diseases ’ and ‘ malaria ’ in routine statistics than in the survey data. The 
difference between the two returns is particularly noticeable under the head 
‘ miscellaneous ’. Besides, there arc many causes of death like nephritis, 
ascites, asphyxia ^ neonatorum, tetanus, hemiplegia, Knla-aznr, diabetes, 
asthma and intestinal obstruction which arc not mentioned in routine statis- 
tics. In fact, no special causes of neonatal deaths have been given by the 
chotvJiidars, A few deaths due to causes like suicide, snake-bite, measles 
and whooping cough which ate showm in the choickidars^ return arc not 
represented in the survey material. These ore not significant causes. It may 
therefore be said that the survey material gives a truer picture of the incidence 
of fatal diseases in the community than do the routine statistics. 


A comparison between the routine statistics and the sample may also be- 
made in respect of infant mortality rate. Tins rate is subject to error from 
two sources, viz., of incomplete recording of births and of incomplete recording 
of infant deaths. Since as we have scon the record of births is more incom- 
plete than that of deaths, the infant death rate compiled from the routine 
statistics should be greater than the true value. This does not appear to be 
the case for the infant mortality rate actually obtained. According to the 
survey material it is 137±18 as against 119 according to the routine data. 
Thus it is evident that a large proportion of infant deaths have not been 
recorded by the cJmolHdars. 


^ maternal death rate according to the routine statistics is 6‘2 per 1 ,000 
birtlis. Since more births have actually occurred than have been recorded, 
the maternal mortality rate would be still lower than the true value. In the 
sample population the maternal death rate is 12-64:6-7. With such a high 
(Aviation this sample fails to give sufficiently precise information 
ifo™ s-s regard the accuracy of the routine statistics for thi& 

Item. Amuchlargersampleisrequired. 



Tajble. CX0, 


Death Dates hy Causes During the Year (1943) Coinpared With the Data ofDouiine- 
Vital Statistics Collection (ChoxoMdars’ Return). 


Caa<!C of Death. 


General 

Bealth 

Sun'ey. 

Routine 

Vital 

Statistics. 

Cause of Death. 

General 

Health 

Survey. 

Routine 

Vital 

Statistics. 



BlH 

Rates per 
lOO.OUO 



Rates per 
100,000 

Sfalaria | . . . 


482 


Hemiolegla 

28 

0 

Dlarrhcca & dysentery . 


354 


Smallpox .... 

28 

3 

Cholera 




Berl berl .... 

14 

2 

Prematurity 


156 

0 

Diabetes .... 

14 

0 

Other Fevers 


128 

394 

Kaln-azar .... 

14 

0 

Pneumonia . 


90 

, 80 

Asthma .... 

14 

0- 

Typhoid <Ic paratyphoid 

• 

85 

73 

Intestinal obstruction . 

14 

0 

Marasmus , 

• 

71 

0 

Other Respiratory diseases . 

14 

20- 

Ifephritis 

« 

71 

0 

Weils’ disease 

14 

0 

Accldenta other thansnakc-bltc 

71 

, 54 

Acute Arthritis (Traumatic) . 

14 

0 

Childbirth & anxmla 
pregnancy. 

of 

' 37 

10 

' Starvation . . , . 

14 

«■ 

Tuberculosis 

- 

37 

89 

Miscellaneons . . . 

43 

317- 

Ascites 

• 

37 

0 

Dpidemle Dropsy 

0 

r> 

Asphyxia ITeonatorum . 

• 

43 

' 0 

Suicide .... 

0 

10 

Tetanus 

* 

43 

' 0 

Suake-hitc .... 

0 

10> 

Senility 


43 

0 

Measles .... 

0 

•> 

Congcidtal debility •.( 
formations. 

Miri 

28 

0 

Whooping Cough 

0 

10 

Leprosy 

. 

■ 28 

3 

Causes unknown 

43 

0 

Syphilis 

• 

28 

0 

All causes .... 

2,367 

l,9Mi 

rnnrer 

• 

28 

•7 

■ 
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CHAPTER Xn. 

Disabilities. 

Disabilities found in tbe sample population ^vcre partial deafness, loss of 
limbs (whicb included paralysis), partial blindness, complete blindness, deaf- 
mutism, complete deafness and kypliosis. Altogether 1-63 percent, of the 
population suffered from one or more disabilities, six persons being disabled 
in more than one way. Pot principal disabilities the rates were as follows : — 
Partial deafness— {)'6±0-l per cent., loss of limb 0-5±0*1 per cent,, partial 
blindness— 0'4± 0*1 per cent., complete blindness— 0‘1±*04: per cent., deaf- 
mutism— 0'06±‘03 per cent. One person was completely deaf, 2 were 
sa:Grering for k 5 ^phosis and one had hare-lips. By sexes the disability rates 
■were 2'1 per cent, for the males and 1*4 per cent, for the females, the difference 
being accounted for mostly by partial deafness and by loss of limb, as may be 
seen from Table CXCI. The difference between the tivo rates is significant 
(0*7±0*3), the reasons for which are not understood. 

Table CXCI. 


Disiribulion of Disabilities According to Sexes in Sample Population, 


nisabUttln. 

Tarttal- 

ly 

deaf. 

Com- 

pletely 

deaf. 

Beaf 

mute. 

Taitlnl- 

ly 

blind. 

Com- 

pletely 

blind. 

Loss 

of 

limb. 

m 

Euro- 

Ups. 

Totul. 

Bate 

per 

cent. 

Male . 

IQI 

, « 

3 

16 

S 

IQ 


1 

70 

mm 

Kate<%) . 


.. 

O'l 

a-6 

0*1 



•03 

1 

1 

Hi 

Vemsle 

■B 

1 


13 

6 

0 

In 


42 

D 

Batc(%) . 


0-03 

0-03 

0-i 

0-2 

0'3 

I 1 

1 '• 


■1 


Disabilities according to occupation are shown in Table CXOIII. The 
incidence of disabilities was highest among * other labourers The figures are 
.small, but the cultivators and the ‘ liberal professions’ also had high incidence 
-of disabilities. Amongst those staying at home are included one person 
■completely deaf, 7 completely blind, 18 with loss of limbs end 2 with kyphosis. 
It is obvious that in many of them the reasons for their being at home was 
the incapacitating disabilities. This also shows how at least 19 partially 
deaf persons, 10 partially blind persons and as many as 11 persons with loss 
of limb cariy on with their work in spite of their handicaps. The study of the 
•causes of disabilities is instructive {see Table CXCIV) because nearly three- 
fourths of them have arisen from diseases, and 7-1 per cent, from accidents. 
Many of the disabilities should therefore be preventable. As regards the 15 
•cases of congenital disabilities special investigation might reveal preventable 
•causes in at least some of them. Thus the 3 partially blind and the 5 persons 
with loss of limb might have been saved if proper care had been taken at the 
time^ of birth. It may therefore be said that considerable improvement in the 
quality of population could be achieved by the prevention of disease and 
accid^ts and also of some of the causes of congenital defects. Erom Table 
•CXCII it would appear that considerable amount of disabilities is to be found 
^ years of age, but oven in active age groups, i-c-t between 25 

4ind .50 years also the incidence of disabilities is not inconsiderable. 
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Table GXCII. 


Distribution of Disabilities According to Age in the Sample Population, 


DlsabUItlc*. 

•—5 

B 

—15 

—20 

—25 

—30 

—35 

—40 

—45 

—30 

— 55 

55— 

Total. 

Partially deaf . 

1 

B 

■ 

1 

, , 

o 

1 

3 

5 

2 

■ 

B 

38 

Coiuplrtcly deaf 

. . 

, . 

. . 

. , 

. , 

* , 





H 

M 

1 

IJenr-niutc 

.« 

o 

1 

.. 

.. 

1 

a , 


. , 

a , 

■ 


4 

Partially blind . 

4 

1 

.. 

a • 

.. 


, . 

41 

l> 

, , 

■ 


28 

Completely blind 

. • 

B 


■ ■ j 


a* 


, , 



1 

5 

7 

Loss of Limb . 

o ' 

B 

1 

, • 

O 

1 

n j 

L 

■ 

■ 

■ 

■9 

31 

Kyphosis . 

• • 

B 

. . 


• a 

aa 

a. 

B 




■ 

2 

JlsK-ap^ . 

■ 

I 

■■ 


•• 

.. 

•• 

■ 

H 

H 

H 

■I 

I 

Kuinber disabled 

7 

10 

4 

1 

o 

6 

4 

7 

10 

s 

12 

40 

112 

Percent, disabled 

0-7 

]<0 

OS 

0-2 

0-4 

1-3 

0-8 

2-0 

30 

D 

S-l 

(l-O 

•• 

Population In 
cnchn!;c(;Toup. 

gso 

■ 

741 

532 

SOS 

480 

485 

358 

347 

200 

230 

404 

0,388 


Table CXOIII. 


Distribution of Disabilities According to Occupation in the Sample Populaiion* 


‘ Disabilities. 

Liberal 

profeeslon. 

At 

scbuol. 

At 

nomc. 

Shop 

botper. 

Cultivator. 

Industrial 

labourer. 

other 

labourer. 

Total. 

Partially deaf . 

■H 

m 

10 

0 

BB 

0 


38 

Completely deaf . 


H 

1 

0 




1 

Deaf mute . 



4 

0 




4 

Partially blind . 


H 

18 

1 



3 

28 

Com]itctely blind 


H 

7 

0 



mi 

7 

Xossorilmb 


Bl 

20 

0 

HI 

■1 


31 

Kyphosis 


0 

2 

0 



B 

2 

Unrc-llps . 

BB 


0 

0 

BB 

■1 

m 

1 

Population In each 
group. 

io 

303 

4,024 

137 

1,172 

124 

445 


Percentage of disabled 
in cacti group. 

2>3 

B 

1-8 

0-7 

B 

Bi 

2-5 

•• 


dlsabiUtlcs were recorded umonRst landlords, artI«ons, and transport labourers. 























































Tiiii: Cmv. 

Distribution of Disabilities According to Causes in the Sample Population. 


Causes. 


nisnbilltleo. 

Conjenttat. 

mi 

SIscndG. 



Partially deaf 

1 

b 

31 

iHHl 


Completely deaf .... 

t} 

0 

1 

0 

1 

neaf-mute .... 

2 

0 

2 

0 

4 

Partially blind 

3 

1 

SI 

3 

S8 

Completely blind .... 

0 

0 

I 

0 

7 

Low of limb 

Ti 

7 

in 

0 

31 

Kyphosis 

0 

0 

ft 

0 

A 

Hare-Ilps 

1 

0 

0 

0 

1 

Total 

IS 

8 

S3 

« 

112 


Partial deafness, partial blindness and loss of limb are the chief causes of 
■disabilities in these age groups. Prom the Table CXCV it will be seen that 
while the tj^e of addiction does not make any difference as regards incidence 
of disabilities, there is distinctly higher number amongst the addicts, of tobacco 
smoking, alcohol and opium, as compared with the non-addicts; but these 
differences may be largely due to the age composition of addicts and non- 
addicts, for it has been seen that the disability rates are higher in older age 
groups than the younger age groups. 

Table CXOV. 


Distribution 'of 'DisMhties According to Addiction in the Sample Popuhtion- 


Disabilities. 

Addiction. 

2fil. 

Smolilng. 

Alcohol. 

'Opinm. 

’Cbaras. 

Bhang. 

ot- 

hers. 

Totlal 

Partially near . 


10 


*9 

0 

0 

1 

38 

Completely deaf 


■■ 


0 

0 

0 

0 

1 

Deaf-mute 


HI 

■1 

0 

0 

a 


4 

■partliilly blind . 


Bi 


0 

0 

kI 

B 

S3 

Completely blind 


■i 


0 

0 

0 

0 

7 

Hnic-llps .... 



■1 

0 

0 


0 

1 

Kypbosls .... 


mM 

■■ 

0 

0 

0 

0 

n 

liOS« ofllmli 

pw 

13 

B 

0 

0 

0 

0 

31 

Mtmbci or disabled . 

01 

45 

3 

o 

0 

0 

1 

112 

l'opu!atlon In each f^fonp , 

t,732 

1,307 

■ 

so 

1 

c 

207 

C,3SS 

Pereeiitape 


3«0 


3-0 

•• 

•• 

O'S 

1*7 







































CHAPTER XIII. 


Summary A^^) tJiscussioN. 

In tlie preceding pages an attempt lias been made to briefly describe -tlie 
method of conducting a general health survey of Singur Health 'Centre. Tlie 
Survey area comprised of 4 Unions viz., Singur, Balalrambati, Bora and Begum- 
pur. Singur, the Headquarter.? of the Centre is situated 21 miles north-west 
of Calcutta. The area of the Centre is about 33 square miles. It has a 
population of 62,700 distributed in 68 villages and 11,390 families. For 
purposes of investigation a random sample of 1,197 families having 7,058 
members was drawn. Sub-samples of various sizes were made for certain 
special inve.stigations. 

Field work was carried out for eight months from the 3rd January 1944, 
snainly by 4 parties each consisting of a medical and an auxiliary personnel 
according to a detailed predetermined plan. Information was recorded on 
appropriate schedules. This included particulars about individuals, families, 
houses, schools, villages and services. The indices of vitality and health have 
been presented according to the International System devised by Stoiuuan 
and Falk {loc. oil.). Tlie objects of the survey have been briefly stated on 
page 2 and we may now review the results in relation to these objects. 

I. An infergratel picture of health conditions and some o! the factors 
influencing the community health. 

We have presented the main portion of the health picture of the communiiy 
in Chapters X. XI and XII to whioh reference may be made. This should be 
supplemented by reference to Chapters IV and VITI in which the general 
phj'sical condition and the nutritional state of the community have been 
■discussed. To further complete the ’picture, material will be found in Oliaipter 
JII whicli gives an outline of healtli indices and in Cliapter VI which contains 
a brief discussion of birtlis and deaths. The Teproductive capacity of the 
women, the developmental progress of infants and pre-school children an i 
the physical defects discovered in school children are described in Chapter VU. 

The central facts in regard to the health conditions may be briefly stated 
thus — 

Twelve per cent, of the population may be found unwell at any time. Of 
this over 1 per cent, are acutely ill, over 2 per cent, are chronically ill and over 
'8 per cent, are in indifferent state of health. During the twelve months 
preceding the date of investigation 42 per cent, of the population'had had one o'r 
more illnesses which were sufficiently serious not to be forgotten. Besides, 
1*6 per cent, of the 'population are more or less handicapped on account of 
-one or more disabilities. Clinically recognisable malnutrition is widely 
prevalent, 43 per cent, of the population being generally ill-nourished, 28 pet 
-cent, being deficient in Vitamin A, 10 per cent, in Vitamin D, 7 per cent, in 
Vitamin Brandi per cent, each in Vitamins B, and C ; 39 per cent, is suffering 
firom iron deficiency. 

These rates are subject to sampling error which, in most instances, shoffid 
not materially alter the conclusions when applied to the whole population {see 
'Chapter I). In round numbers, it may be stated that of the 62,700 persons 
there will be found 7,274 sick or sioldy persons of which 690 will bo acutely 
ill, 1,317 chronically ill and 6,267 in indifferent state of health. As many as 
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26,334 indiviiuals will have either recovered or died from various illnesses 
during the preceding 12 months. In addition, the community will be found 
burdened with about 1,000 disabled persons. General malnutrition will be* 
exhibited by 26,961, iron deficiency by 24,453 and deficiencies of Vitamin A 
by 17,556, of Vitamin D by 6,270, of Vitamin Eg by 4,829 and of Vitamins Bj 
and C each by 627 persons. 

Physically these people are poorly developed. The average weight of a 
male i^ant is 13 pounds and height 23 inches against American normals of 
18 pounds and 26 inches respectively. By the time he is one year old, the 
American baby has already stolen a march equivalent of one year over his 
brother in Singur. The ^vergence between the two steadily increases till 
between the 16th and 17th year the Singur boy shows a lag of about three and 
half year. Without burdening the discussion with further numerical data it 
may be stated that the Singur chUd is poorly developed age for age as com- 
pared with his compatriots of even the poor Bengali families in Calcutta or 
children from other parts of the country for whom data are available. 

The physical backwardness is associated rvith retarded functional develop- 
ment, as evi ’enced by delay in his ability to raise the head, to sit, to crawl, 
to stand without support and to walk or run about. The eruption of teeth 
and the closing of anterior fontanelle are also delayed. His speech develops 
later than usual. 

The corrected birth and death rates are 43‘8 and 23*7 respectively, the 
former being higher and the latter being at par with the all-India fibres. 
Infant mortality rate is 137 (male— 200, female— 84), still-birth rate is 32, 
neonatal mortality rate is 75 and maternal mortality rate is 12*6. These rates 
compare somewhat favourably with all-India experience. Of those who had 
had sickness during the year 11*4 per cent, suffered from another disease also. 

The most unhealthy months are August and September when malaria is 
largely prevalent while in April an May the incidence of illnesses is at its 
lowest. During winter months measles and other droplet infections are 
common. 

Amongst the causes of sickness malaria heads the list, followed by measles, 
diarrhoeas and dysenteries, other fevers, typhoid and paratyphoid, pneumonias, 
mfluenza, cholera, asthma, chicken pox, skin diseases, rheumatic fever, small- 
pox, scabies, tuberculosis, puerperal fevers and venereal diseases in descendi^ 
order of incidence. Amongst less important diseases leprosy, nephntis, 
diseases of heart, diseaaes.of liver, diseases of ear, mumps and cataract may 
be mentioned. 

The survey was carried out mostly during the non-malaria season and yet 
1*1 per cent, of the population was found suffering from the disease or to put 
it differently., .37*4 per cent, of the sickness was caused by malaria. During 
the preceding year 26 per cent, of the population had had attacks of malaria and 
the disease constituted 61 per cent, of the total sickness. It is believed to 
have killed 48 persons per 10,000 population. 

The spleen rate for children under 10 years was 17*7 and it was 12*1 per 
cent, for persons above that age. It was higher amongst' the males than 
anmngst the females and a double rise was noticed involving older children 
and elderly people. Amongst persons who had had malaria during the year 
^leen rate was 34 per cent, for ‘ well ’ persons, 70 per cent, for acutely ill. 
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87 per cent, for chronically ill and 54 per cent, for those in indifferent health.. 
The average parasite rate was 3*4 per cent. It was 5*3 per cent, amongst 
children imdcr 10 years and 2*6 per cent, amongst older people ; gametocyte 
rates were 40 and 37 per cent, respectively in the two groups. 

During the preceding 12 months measles was prevalent in an epidemic 
form causing a morbidity rate of 4*8 per cent. It accounted for 10 per cent, 
of all siclcness but caused no deaths. Diarrhoeas and dysenteries were common 
ailments causing a morbidity rate of 3*8 per cent, and accounting for 8*8 per 
cent, of all sickness. The mortality rate was 35-4 per 10,000 population. 

‘ Other fevers ’ which remain unclassified caused a morbidity rate of 1'4^ 
per cent, and a mortality rate of 12*8 per 10,000 population. 

Typhoid morbidity rate was 0*6 per cent, and mortality rate 8*5 per 10,000 
population. 

Influenza and pneumonia were of equal importance each causing a little 
less than 0’6 per cent, morbidity rate. The mortality rate for pneumonia was 
9*9 per 10,000 population but no deaths due to influenza were recorded. 
Cholera accounted for 0*3 per cent, sickness and a mortality rate of 17 per 
10,000 population. 

The majority of the population was siiffering from a fairly high degree of 
haemoglobin deficiency. It was more marked amongst the females than 
amongst the males. Thus the haemoglobin value was less than 50 per cent, 
in 1*6 per cent, less than 75 per cent, in 8l*3 per cent* and less than 100 per cent, 
in 17*1 per cent, amongst males, the corresponding figures amongst the females 
being 2 per cent. 85*8 per cent, and 12*2 per cent. The period of greatest 
deficiency in haemoglobin content of the blood amongst the females corres- 
ponded to the period of greatest reproductive activity viz., 25 to 35 years. 

Although a rough method of stool examination had been used the carrier 
rate of hoolovorm ova was about 44 per cent., being sbghtly liigher amongsjb 
the males (46*4 per cent.) than amongst the females. Ascaris infection was 
present in 3*7 per cent, of the population, males 3*1 per cent., females 4*4 pet 
cent. Other stool parasites were fo\md in 1*2 per cent, of the population. 

Morbidity rate decreased as the age advanced. Tew babies escaped 
siclcness during the year. The rates were as high as 96 percent, including 
fatal cases, 86 per cent, including repeated illness and 82*5 per cent.’ excluding 
repeated illness. Infants suffered most during the first month of life and 
then between the age of 9 and 12 months and to a somewhat less extent between 
6 and 9 months. The chief causes of sickness amongst infants in order of 
frequency were diarrhoeas and dysenteries, measles, malaria, bronchitis and ' 
scabies. On the other hand, deaths occurred mostly from prematurity, 
•diarrhoeas and dysentery, marasmus, other fevers, malaria, asphyxia neona- 
torum and tetanus. 

The history of sickness obtained forpre-school children shows a decline in 
morbidity rate year by year as the ago advances. In this group malaria 
caused the greatest amount of illness foUowcd by measles and diarrhoeas and 
dysenteries. Bronchitis,- whooping cough and penumonia were diseases of 
lesser importance. The chief causes of mortality, amongst pro-school children 
w;ere malaria, diarrhoeas and dysenteries,, cholera and other fevers. 

School age exhibited interesting features in that while the morbidity rath 
was still hi^ (44 per cent, including fatal cases) the mortality rate was the 
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In this connection it is interesting to note that malaria apart from its 
umportaucc as regards morbidity and mortality rates, was of the greatest 
significance as a cause for loss of time. On an average there were 2,590 person- 
days lost per death from malaria. There was a considerable variation for 
different age groups in this respect. In the ease of school child it amounted 
•to 8,865, for adult 2,847, for pre-school cliild 877 and for infant 274- man-days. 
For each death from dysentery and diarrhoea 460 man-days were lost. School 
-child lost about 861 man-days or 2 years and 41- months per individual while 
. adult lost 1 year 7 months and 7 days. In the case of pre-school child the time 
lost was 3.38 days or 11 months 8 days. The number of days lost was least in 
the case of infants being 99 days only. 

As contrasted with these two diseases, in pneumonia person-days lost per 
‘death were 111 for all age-groups and 222 person-days for adults only. 

One or more disabilities were exhibited by 107 persons. Altogether these 
•defects were met with 112 times, of which 70 were found in the males and 42 in 
the females, the rates being 2-1 and 1*4 per cent* respectively. The commonest 

• disability noted was partial deafness and then in order of frequency they 
were loss of limb, partial blindness, complete blindness, deaf-mutism, Ityphosis, 
•complete deafness and hare-lips. These rates being of small magnitude are 
subject to largo fluctuations due to sampling error {see Table CXCI). 

By far the largest incidence of disabilities was amongst old people but no 

• age-group was exempt. Most of the disabled persons were at home partly 
because many of them were old and partly because of the disabilities. It is 
of interest to note that of the 106 disabilities for which information was avail- 

. able over 74 per cent, were due to disease, over 13 per cent, were due to con- 
genital causes and only 7 per cent, were accounted for by accidents. 

It is a matter of considerable difficulty to evaluate the factors concerned 
•in morbidity and mortality but an attempt has been made to correlate some 
-important factors. Thus both the illness at the time of the survey and the 
•incidence of disease during the preceding year exhibit a marked difference in 
•the sex distribution. As has been pointed out, the incidence of acute illness 
amongst the males was twice as much as amongst the females. The rate of 
chronically ill also was liigher amongst the males but the females complaining 
-of indifferent health were slightly in excess of the males. Wo are unable to 
-offer any satisfactory explanation of the sox difference noted here, except to 
mention the fact that the higher incidence amongst the males was mostly due 
toj^’asthma, dysentery and diarrhma, influenza, pneumonia, typhoid and 
paratyphoid fevers and measles. As a sequel to the higher morbidity rate 
•amongst the males the mortality rate was also much higher amongst them, the 
respective rates for the males and the females being 29 and 18. 

It is interesting to note that the literate and the few persons with higher 
education did not have any advantage over the illiterates in regard to the 
incidence of illness and death. But it cannot bo concluded that education 
per se is responsible for higher incidence of sickness because the age and sex 
■compositions of the literates and the illiterates are materially different, and 
the comparison is therefore not quite fair. However, amongst children of 
school-going age the incidence of illness was greater amongst those attending 
school than amongst those hot attending school. This difference docs not 
arise from economic reasons because the poorer children attend school less 
irequ6ntly than children from the better class families. 

k2 ' “ 
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Tbc numbers arc small but there is a suggestion that person addicted to* 
opium or alcohol suilcr more frequently from acute and chronic illnesses than, 
the abstainers. Apart ficom the question of age and sex differences in the two- 
groups, it may be argued that sickly people tend to become addicts. 

The population is mainly agricultural. Ko clear-cut conclusions can be- 
drawn from a study of the occupational distribution of sickness because of 
complications arising out of peculiar age and sex distributions of the various 
groups. 

Dysenteries and diarrhoeas are frequently met n-ith amongst the widows,. 
There is a vague suggestion that use of tank water for drinking purposes more 
often practised by them may be a contributory factor. The other differences 
connected with marital status cannot be dissociated from age and sex com- 
position but considering the high incidence of indifferent health amongst the 
widowers one is tempted to think that married life gives a certain amount of 
safeguard as regards health. 

One factor which seems to "be clearly associated with acute and chronic 
sicknesses is the economic status. The poorer people suffer more frequently 
from such disease than those economically better off. 

In the <listribution of siolmcss by causes the wage earners bad a certain 
amount of advantage in regard to sickness from nil causes and specially from 
diotTboea and dysentery, other fevers and measles. However, they suffered 
relatively more from asthma and influenzal pneumonia. It is interesting to 
note that 3-3 per cent, of the wage earners arc unable to work at any particular 
moment due to acute or chronic illnesses and 7 percent, cannot pull their full 
weight due to indifferent slate of health. Thus due to acute or chronic sickness 
235,740 man-days are annually lost by the population of the area, not to 
speak of the inefficiency caused by minor ailments. Sickness, therefore, is an 
important cause of poverty. 

Without more complicated analysis which can only be satisfactorily carried 
out for larger samples, one cannot convincingly isolate many of the remote or 
less direct causal factors of sickness. We may, however, speculate with 
regard to some of them such as those involved in the environmental and socio- 
economic conditions. 

The most important of these factors appears to be the nutritional condi- 
tion. As we have seen, there is a widespread gdneral malnutrition and also 
considerable clinical deficiency of iron and of vitamins A and C. The diet is 
poor in caloric value, in carbohydrates, in fats, in calcium and to a certain 
extent in vitamin A. Under the circumstances, a large number of people 
must necessarily exhibit low metabolic activity which, we know, is asso- 
ciated with lowered resistance to infectious diseases. 

Speaking generally, the incidence of protection through artificial immunisa- 
tion is mcagie for most diseases except smallpox. We do not wish to be 
until Tstoed that we advocate indiscriminate mass immunisation campaigns 
as 1 ai a < a for all diseases. Mass immunisation must be undertaken with clear 
um I rstanding of the herd-structure and of the degree of resistance imparted' 
by tin specific immunisation, ' 

As r gards tbe environmental conditions it.would serve no useful purpose 
o r< caj itu ate the extremely favourable conations for the transmission of 
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•infectious diseases which are prevalent in this area and whicJi have been- 
discussed in details in Chapters II, V and YL. 

The sub-tropical climate, the deltaic formation of the country, the existence 
•of river, road and railway embankments interfering with the natural flooding 
.and flushing, the poor inter-village communications, the high density of popula- 
tion (1,900 per sq. mile), the unsatisfactory construction of the houses, the 
-small floor space, the low standard of general cleanliness, the dampness of the 
dwellings, the existence of the ubiquitous iloba, the general lack of drainage, 
the primitive conditions with regard to the disposal of fajcal matters and 
cattle-shed refuse, the presence of large breeding areas for flies and mosquitoes, 
‘the non-protection of food from flies and insects and the dirty water available 
for bathing and domestic purposes can hardly be expected to support a healthy 
population. To these may be added the low economic level and the unstable 
-economic status of most families. 

Illiteracy amongst the population is as high as 80 per cent, and education 
■particularly amongst the females is still more backward. 

The preventive and curative medical services are but poorly developed. 
There are 2 physicians per 10,000 population. In the sample population the 
•number of expected mothers receiving pre-natal care per 100 confinements is 
16*5, only 3 per cent, of deliveries take place in hospitals, post-natal care is, 
■received by 12 per cent, of women, 2 per cent, of infants "visit clinics and 6 per 
• cent, are visited at home, and 13 per cent, of school children receive individual 
•health examinations. The number of hospital beds per 1,000 population is 
0*22 and there arc only 4 outdoor dispensaries. There is only a nominal 
infectious diseases service. 

n. Crystallisation o£ the main health problems o£ the community and 
^determination of their relative importance and suggestions for investigation. 

One of the objects of the present survey is to evolve a comprehensive 
scheme for general health survey for use in different parts of the country and 
.as such the methodology presented here is subject to modifications according to 
•the experience gained. Some ideas about the directions along "which improve- 
ments may be effected have been formed and others may be usefully applied 
•in future surveys. For instance, we now know that a larger area and a bigger 
-sample would be required for carrying out more detailed analyses which would 
permit better isolation of factors concerned with the state of health. While 
•the schedules arc generally suitable for the purpose certain additions and 
-alterations are indicated. Another important point that clearly emerged out 
of this investigation is that surveys should be preceded by a course of special 
•training for the workers and that the field work should be conducted under the 
■supervision of full time technical experts. 

. ,,Thc mortality rate in this area is not high compared to the rest of .the 
-country, yet the morbidity rate presents serious problems. The present 
•pubUc institutions for medical relief provide rudimentary outdoor treatment 
to. only 1/36 of the total sick although they could take care of doiible that 
•number if they were sufficiently popular. The annual expenditure on these 
.institutions amounts to 2^- annas per head against Es. 2i spent by the people 
’themselves for, medical relief. However, there is only one practitioner of 
-scientific medicine in this area per 5,000 of population, and for every such, 
.-practitioner there -are four quacks. IVliether or not the State ultimately 
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takes up the eutire responsibilily for medical relief, it is not possible to provide^- 
quaMed medical personnel to treat all the sick people, in the near fntuie,. 
neither it is desirable to do so. The urgent need of preventive medicine is- 
thus fuUy emphasised. This is further supported by the economic considera- 
tions. According to the present estimate 235,740 man-days are annually lost- 
by wage earners through disabling illnesses, not counting the partial loss of' 
output suffered on account of inefficiency caused by indifferent state of health. 
Taking average daily wage at a small sum of Es. 0-8-0 per day the SingUT' 
Health Centre Area suffers an annual loss of at least Es. 1,16,810. Adding a- 
sinular sum out of the money now spent on medical relief a fair amoimt of 
fimds should be made available for preventive work. We may now consider, 
some of the more important diseases individually. 

It is evident that malaria takes precedence over all other direct causes of' 
ill-health. Not only does it account for the major portion of morbidity and , 
mortality but it is also responsible for the largest number of person-days lost- 
through sickness. In fact, it accounts for 73 per cent, of such loss. Even 
after clinical recovery malaria infection persists for a long time and after- 
effects of the disease remain noticeable for considerable periods. Its geo- 
graphical position, topography and physiography, the favourable climatic- 
conditions with high relative humidity and temperature maintained for a 
considerable part of the year, the presence of innumerable permanent breeding' 
places provided by tanks and dobas, collection of water surfaces in the low- 
lying lands and dead rivei's caused by the blockage of natural drainage due 
to artificially erected river, road and railway embankments and the general' 
state of mal-nutrition in the population, all contribute to the endemicily of 
malaria in the Area. The slow rate of recovery is mainly attributable to the- 
last named factor, possibly supplemented by hookworm infestation. 

The comparative rarity of Aphilippinensis which is heUeved to be the only ■ , 
carrier species of malaria in the locality, during the first half of the year whem 
&esh cases are not uncommon, indicates the possibility of the existence of 
some other vector species such as A. aconitus, A. vartma or A. anmlaris. A 
closer search sould be instituted. 

To control this disease it is necessary to evolve a well-balanced scheme- 
combining the biological and the environmental approach to the problem- 
which may be practicable and suitable for the community- Such a scheme- 
still remams to be devised. 

Gastro-intestinal diseases including diarrhoeas and dysenteries and cholera- 
ate next in importance in causing sickness and loss of time. Unsatisfactory 
sanitary conditions including improper disposal of night-soil and cattleshed- 
refuse, the presence of a large number of fly breeding grounds, the non-protec- - 
tion of food from ffies, the lack of knowledge regarding modes of infeotion- 
and the medireval nature of family outlook are some of the more important- 
factors concerned. 


Investigations are required to follow the viability and virulence of the- 
causal organisms through the environment and more particularly to studjr 
the role of ‘ doba ’ water as carrier of infection when used for domestic and! 
bathing purposes 


Enteric group of fevers seems to be fairly common particularly amongst, 
the school-age population. Improvement of general sanitary conditions,. 
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dissemination of Imowledgo about the means of transmission of infection and 
about the importance of cleanliness, introduction of health education in schools, 
popularising prophylactic vaccination particularly amongst school children 
and creation of a proper outlook on health and disease will go a long way in 
controlling these fevers. 

Amongst the local diseases of lesser importance mention may be made of . 
measles, chicken pox, mumps, and tuberculosis. The Ursc three cause much of 
the sid^ess seen amongst the younger age groups. The existing housing 
conditions preclude any possibility of effective isolation in case of infectious 
diseases particularly of the eruptive fevem. Apart from close personal contact 
of children in and outside the house, promiscuous dcfsecation and careless 
disposal of nasal and respiratory secrelaons and of wash water dissemmate 
many types of infections amongst them. To these may be added other cir- 
cumstances favourable for the spread of droplet infections such as, high 
density of population (1,900 per sq. mile), frequent communication with cities 
and industrial areas, poor state of socio-economic and sanitary conditions 
including over-crowding (the majority of houses permit only less than 36 sq. ft. 
per person), unsatisfactory ventilation inside the rooms and lealty roofs and 
damp floors. 

Bespiratory infections including measles, influenza and pneumonia con- 
stitute important causes of sickness. Preventive measures directed against 
them cannot be easily organised in this community and we must for tho 
present rely mostly on medical relief. 

Although smallpox is fairly under control a morbidity rate of 1*2 per millo 
will not bo considered low against the provincial mortality rate of 0*1 per 
mille, particularly when part of this area had the benefit of the activities of 
an organised health unit for a period of five years previous to the commence- 
ment of the survey. A more intensive vaccination programme is, therefore, 
recommended. 

Unidentified fevers grouped together as ‘ other fevers ’ contribute a morbi- 
dity rate of 13’6 per mille. It is a question whether and to what extent fevers 
of unknown origin are prevalent in this part of the coimtry, or whether they 
are classed as such for want of facilities for diagnosis. It is also possible, on 
the other hand that some of the so-called malaria cases may properly belong 
to this group. Investigations on these lines arc likely to prove ftuitful both 
from theoretical and practical points of view. 

Asthma also figures high up in the list of diseases. It is an incapacitating 
and troublesome ^ease. Its causes are many and varied. Investigation on 
the oetiological factors of asthma would be a useful line of work. 

The incidence of tuberculosis is high for a rural area. Close contact with 
urban and industrial suburban areas is suggested as a probable explanation* 
The gross over-crowding in the living looma and poor diet are the most 
important unfavourable conditions fox this disease in the conununity. 

Of the other morbid conditions which contribute towards a low level of 
health, mention should bo made of the existence of a high rate of hookworm 
infection. Even with a crude method of diagnosis the carrier rate of hook- 
worm ova was as high as 44 per cent. Investigations involving the use of 
more exact methods and estimation of the number of eggs per c. c. of fEsces 
are indicated. Control of hookworm infection through improvement in the 
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disposal of night-soil accompanied by mass treatment -will probably lower the 
incidence of the slate of indincrent health, improve the blood pictnro and 
increase the working ellicicncy. 

General malnutrition is fairly widespread irrespective of the local economic 
strata. Clinically nutritional deficiencies have been observed in respect of 
iron, vitamin A and to ccrtjiin extent vitamins C and Bj (riboflavin). A 
samjfle diet survey has also shown that deficiency exists in the total caloric 
intake, proteins, carbohydrates, fats, ailcittm and to a certain extent in vita- 
mins A and C. The preserjt war conditions and their rcpurcussions on food 
supplies and general economic equilibrium may be partially responsible for 
this high rate of uiKh'rnouri.shment. While no material change can be brought 
about in this respect without the improvement of economic conditions, it may 
not be diliinult to lemove a few of the deficiencies mentioned above. For 
instance, delieimiey of vitamin A. iron and calcium can be removed without 
much additional financial implication by advocating more liberal use of leafy 
vegetal)le, root s and tjibers and corlain fruits, c.jr., dato-s, guava, papaya, pine- 
apple and mangoe.'s which are locnll}* grown. To meet the deficiency in animal 
proteins, cultivation of fish in Mms and tank.s on .scientific lines may bo 
oncovirageil and poultry keeping may i)c jjopulariscd. Whatever little milk is 
produced is gonernliy sold out or c<»nvf‘rted into chint'nn, It^ wider use 
particularly amuny.st ( hildren .should be insisted upon. 

The min)i)(>r of disabled per-^on is not inconsiderable. As many as 107 of 
the 6,388 permanent residents of the sample poi)ulation luivc been permanently 
lost to the community tis eflieient wage earner.s. Two-thirds of these disabili- 
ties were due to disease* and 13 per cent, were congenital in origin. Thus a 
great deal can he done to reduce their incidence if proper preventive medical 
service can be (.jgamsed. 

Low lucmoglobin content of the blood is a marked feature of this area. 
The females suffer more freqvicutly and more seriously than the males. Ana3mia 
is particularly notieeal)le amongst women of reproductive age period. ^ For a 
fuller description of the type of «ina;rain prevalent here, a special investigation 
is indicated. Amongst the cause.s of this condition, mention mar be made of 
malaria, malnutrition, hookworm infection and early pregnancy. It is how-: 
ever important to ascertain the relative contribution of the.se and other factors 
through a special investigation in order to suggest suitable preventive and 
control measures. There is, however, little doubt that amomia.is a serious 
condition undermining the health and efficiency of a large proportion of the 
population. It is of special .significance in connection with maternal and 
infant mortality and morbidity. 

Particular attention may be drawn to the exceptionally high inorbidily 
rate amongst infants and to the loss of life during the first month of their 
existence. Tlie main causes of neonatal deaths arc prematurity, marasmus, 
asphyxia neonatorum and congenital malformation while the diseases most 
prevalent amongst the infants are diarrhoeas and dysenteries, mealses, malaria, 
bronchitis and scabies. General malnutrition is common, particularly so 
amongst women of child-bearing age. It is reasonable to assume that ansemin 
amongst them is largely of nutritional origin. The extra burden imposed by 
_ gestation and lactation must have profound influence to "the disadvantage of 
both the mother, and the child. Animal experiments provide evidence to 
suggest that nutritional deficiency’ during pregnancy and 'nursing causes 
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<t}OusiderablG lowering of non-specific resistance of the progeny against infection. 
Thus, there is a strong suggestion tliat exceptionally high morbidity rate of 
infants and neonatal mortality may be associated with maternal malnutrition. 
Elucidation of this point is a matter of great practical importance and investi- ’ 
.gations along these lines have long been suggested by the senior author 
(H. S. L.). 

Of the defects noted amongst school cliildren malnutrition heads the list 
•followed by unhealthy gums and teeth, diseased tonsils, antemia, enlarged 
glands and caries. School health ser\dce needs considerable strengthening 
for purposes of complete medical examination, correction of defects, preven- 
-tiou’ of infectious diseases and health education if it is desired to build a 
healthier community in the future. 

A curious point noted with regard to morbidity and mortality is a dis- 
proportionately higher incidence amonpt the males. Since a large propor- 
tion of cases of infectious diseases are primary rather than secondary in the 
families, the suggestion is that infection is largely acquired by men during 
their daily contact with the urban and the suburban areas. What forces 
Jcecp in check the local spread of these diseases need further elucidation. 

The two most important problems of environmental sanitation are the 
proper disposal of night-soil and water supply. The position regarding the 
latter is not imsatisfactory, almost the entire population is now using tube- 
:well water for drinldng purposes. Reference has already been made to the 
-desirability of conducting investigations on the role of ‘ doba ’ water in the 
dissemination of gastro-intestinal infections and to the part played by un- 
sanitary methods of disposal of faocal matter and other refuse in the spread 
-of these diseases. Much improvement may be expected from a simple device 
to protect food from flies in the kitchens. Housing reform must be included 
in long term programme. 

Although the Health Centre Area is well connected -with Calcutta and 
■Suburban areas by railway and roads the inter- village communications 'which ' 
-are essential for the efficient working of the public health programmes are 
very poor and need early improvement. 

Of the socio-economic problems related to health ‘ growth of population 
has a-ttracted the attention of many. In the Singur Health Centre Area 
■the average size of the family is 5’9±3'4 and the sex ratio of male to female 
is 62 : 48. The average age at marriage for the females is H*2 and for 
■cohabit 12*7. Tlie gross reproduction rate is 2-9 whereas the net reproduction, 
rate is only 1-1, which means that there is an excessive waste of life between - 
the birth of the girl baby and her reaching maturity, resulting in only a mo- 
'derate growth of population. The factors that contribute towards the high 
gross reproduction rate in the area are early and universal marriage of the fe- 
males and high birth rate (42*6) whereas the counteracting forces which reduce 
the above effect are high mortality rate in early life and the existence of a 
large number of widows who are, prohibited from remarrying by social , 
customs. Without going into a detailed discussion which require a separate’ 
treatment it may be suggested, that by postponement of, marriage ,to ajater age 
•considerable reduction in" population growth may^be ofiecteA^ Social forces.'are. 
worldng towards this reform and it may be safely concluded that growth' of 
population is not likely' td present a serious problem in this area. 
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lUiteraoy is one of the stumbling blocks in the progress of any nation- 
bnilding work particularly public health. As much as 57*5 percent, of the 
male population and 96*5 per cent, of the female population over 10 years are 
illiterate. Thus there is only 1 literate female for 9 literate males. Eolation- 
ship between illiteracy and ill-health has not been established in this study 
but detailed analyses have not been carried out. Determined attempts 
should be made to advance education. Adult education including health 
education should be as much emphasised as primary education. 

The economic level of the people is generally low and that too is mostly 
unstable. The survey has shown that in certain matters such as the incidence 
of acute and chronic diseases even the limited amount of relative prosperity 
enjoyed by certain families gives them small but a clear advantage. 

In general, the economic conditions impose restrictions wHch prevent 
effective xise of modern means of preventing disease and building better health. 
For instance, 90 per cent, of the family budget on the consumption side is 
spent on food and even this is deficient. The rest is taken up by other neces- 
sities such as fuel and light, taxes, interest on loans, medical relief, etc., and. 
little is left for effecting any improvement. Economic advancement is an 
all-India problem which must be solved before material progress in matters of 
health can be made. 

According to our preliminary studies in ‘ function ’ it would appear that- 
the outlook of tlie people in regard to food and causes and control of infectious- 
diseases is still largely mediaeval. Generally speaking, their attitude is more 
individualistic than sociological. tSince the evolution of health practices in a 
democratic society largely depends upon how people think and how they 
react to outside suggestions, these should be important considerations in the- 
plaiming of public health policy. It may be wiser in the beginning to lay 
greater emphasis on programmes which would give immediate demonstrable- 
relief to individuals in matters that worry them most rather than on those- 
designed to produce far-reaching but less obvious results, whatever their 
scientific justification may he from purely biological point of view. They 
should include building of positive health. Such programmes are likely to- 
appeal to the majority of the people and elicit proper reforms. As more and 
more success is achieved in arousing the people from morbid inaotmiy they 
should be further educated to the ideas of self-help and to the need of co-opera- 
tive community efforts without which preventive medicine cannot succeed 
and individual efforts are largely wasted. Success with such a policy would’ 
mainly depend upon selection and training of personnel, upon continuous, 
intensive research in both the biological and sociological fields and upon the 
provision of such facilities and technical supervision as the existing state of 
the * social organism ’ demands. In contrast to the policy outlined above, 
one frequently meets with clear-cut and rigid schemes conceived according to 
author’s ideas of scientific requirements or experience and perhaps patterned 
after a successful foreign plan. However rational such plans may look on 
paper, their success may be endangered by the fact that they are out of tune 
with the * social organism 

nL The establishment of bases for assessing the extent of progress achieved' 
by ibe application of specific health measures. 

Otdmarily -the state of health of any particular locality is judged mainly 
on the following records, viz., the ‘ chowlddars ’ return of births and deaths^ 
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and bospital figures and decinnial census records. Of tliese, the main pivot is 
tbe ‘ chowkidars ’ return which, it is well known, is anything but satisfactory^ 
This has been shown by our survey results for which the reader may refer to 
Chapter XI. The present survey provides us with the necessary bases upon 
which the results of the activities of the reorganised Singur Health Centre- 
can be assessed in future by repeating similar or modified surveys. 

One point, however, which needs mention here, is that the period of survey 
unfortunately coincided with a time of unusual stress and strain to which the- 
Province has been recently exposed. When these are removed there will be 
an automatic trend towards partial or complete recovery of tbe general health 
conditions irrespective of specific health measures practised. Besides, th& 
Singur Health Centre has the benefit of expert teclmical advice and supervision 
both official and unofficial encouragement and additional financial assistance 
from various funds, which will not be available in other places where similar . 
measures may be instituted. These facts diould be borne in mind, while 
viewing the present picture of communily health and in assessing the progress 
likely to be made through the application of certain specific health measures. 

. .The Health Indices of the community as worked out from the survey 
records have been given in Chapter HI in accordance with the International 
System recommended by Stouman and Falk. It is strongly emphasised that 
in all future surveys the records should be maintained and presented in a 
manner which will permit comparison between surveys carried out here and 
in any other part of the world. For this purpose, we recommend that Stouman 
and Falk’s Health Indices should be our principal guide. This principle 
should also be borne in mind wliile carrying out special periodical surveys by 
Maternity and Child Welfare Section, School Medical Service or other specialised 
groups. 
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CHAPTER XIV. 

• < 

General Remarks. 

The study presented here touches upon a variety of subjects each of which 
■deserves a fuUer consideration. Our object' has been rather to integrate 
'different aspects or factors relating to health problems than to dive deep 
into any of them. Thus we have only skimmed on the surface. One of the 
handicaps from which we have suffered is the small size of the sample which 
does not permit detailed analysis and cross correlations. However, wc are 
encouraged by the belief that as a first study of its kind it has achieved the 
objects of the survey fairly satisfactorily. 

The survey relates to a circumscribed local area and most of the conclu- 
sions arrived at are applicable to the community under investigation. How- 
ever, we venture to suggest that some of the results of the survey may be 
viewed as of wider significance. In the first place, this study may claim to 
have developed certain techniques for the collection and analysis of field data 
applicable to the rural areas in this coimtry which may by repeated applica- 
tion improve through refinements and better adaptation to local conations. 
In the second place, the results obtained suggest that similar survejrs should 
form an integral part of public health programme. State Medicine essentially 
means the application of scientific biological knowledge to a community suited 
to its peculiar socio-economic and environmental set up and to its political 
pattern. This is only possible when we are fully equipped with the knowledge • 
•of factual conditions prevailing in the community. If that be so, we must 
look upon the community as an ‘ organism’ which needs special techniques- 
for the study of its anatomy (structure), physiology (function) and pathology 
•(the unhealthy state) and the State Medicine must evolve itself from a con- 
sideration of these various aspects of the ‘ organism ’. 

It may thus be recognized that State Medicine in its present evolutionary 
stage corresponds with the Clinical Medicine of the pre- renaissance period. 
Wi^ some people it has been an article of faith that there is a great lag between- 
our biological knowledge and its application for the benefit of social order. 
Be that as it may, there is an evidence of impatience in certain quarters, for 
removal of this lag. They believe public health as more of an art than science, 
and ignore the reasons why this lag has persisted. There is no short-out to 
scientific progress but it is rather strange that in this age of science there should 
be so many people who bebeve in bypassing the long and arduous scientific 
method as applied to the problems of public health. The present study may 
be looked upon as an attempt at applying the scientific method to the study 
•of the structure of a community from the public health point of view. The 
study of function should follow suit. 

In conclusion it may be stated that social welfare is indivisible. We have 
briefly touched upon some aspects of social structure other than those directly 
pertaining to public health. These studies are necessarily superficial and techni- 
cally amateurish. The ideal approach to the problem of social structure would 
be through a general survey conducted under the guidance of a committee 
of expo^ in education, apiculture, animal husbandry, cooperation, industry, 
economics and other allied field.s. Following such surveys coroprehen- 
■sive correlated or if possible integrated schemes may be evolved in 
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whicli contributions of the various departments may be more or less emphasised' 
according to the stage of development of the social organism. ' It may be found’ 
advantageous to contact the rural population tlurough a unitary polyvalent- 
agency having a multiple teclinical bacldng. Such a machinery may prove 
not only cheaper and more efiScient but more acceptable to the village com- 
munities. They may soon learn to repose confidence in a man who under- 
stands them and their requirements and who can help them in satisfying their’ 
varied needs by securing the services of appropriate technical personnel. At 
present the villager often feels bewildered by the one sided propaganda which 
is carried out by the technical ofiicers of various departments, imbued ’wdth 
unbalanced enthusiasm for their own specialised fields. A unified contact will’ 
remove tliis wasteful cflbrt. Specialists will be able to make more firuitful 
contact ■with rural population, giving better and more effective service and 
acquiring clearer and more realistic knowledge in their respective fields. 
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APPENDIX T. 

Singtir Health Re>orgaTiization Scheme (pp. 201 — ^200). 

SINGUR HEALTH UNIT. 

The Singiir Health Unit provides tlio All-lndia Institute of Hygiene and Public Health 
tvith a conteollcd rural community field for investigation and for teaching of public health 
analogous in function to the provision to pre-clinicnl sections of a medical college of their 
own laboratories and to clinical sections of their oivn teaching hospitals. In addition it 
provides opportunity to investigate the best ways of applying the results of mcdieal know- 
ledge to the reqvurcmonts of niral units of population within existing economic practi- 
cability. The Unit administratively is a cooperative activity (December 23, 1943) between 
^^ ***'** Government of India and Government of Bengal. The two purposes are: (1) to 

bMlthantt r determine and demonstrate methods of public health administration which can bring 
essential medical protection to the rural population within the level of expenditure that 
the country can afford at its present stage of economic development ; and (2) to afford 
participative opportunity for training medical and public health porsotmol, particularly 
the D.P.H. students of the Institute. An important feature of the scheme is the coordina- 
tion of curative and preventive functions under n single administration in order to achiovo 
the maximum results. 

The Unit eventually will consist of the Scrampore Sub-division, Hoogly District, with 
a population of approximately 600,000. Initially, the 4 Union Boa^ of Singur, Balaram- 
bati, Bora and Bogampur have been taken with a total area and population of 32*98 sq. 
mQcs and 62,736 respectively. These 4 Union Boards arc oigamscd as 2 special Units 
(see diagram on page 204 . 

The administration is under a Technical Advisory Committee designated to advise 
Governments of India and of Bengal on all major lines of policy and responsible for re- 
oroiting both the gazetted and non-gazetted staff. This Committee recommends an 
officer of the Institute to Government of Bengal as Officer-in-Chargo of Administration, 
in which capacity ho deputises the administrative control vesting in the Director of Public 
Health. Staff deputed either by Government of Bengal or Government of In^ an 
subject to the administrative control of the Oflicor-in-Chargo of Admim'stration under 
the guidance and supervision of the Professor of Public Hodth Administration of the 
Institute. 

As regards other legal powers, the Chairman of the Hoogly District Board has delegated 
his powers to the staff engaged in the Unit according to the Local Solf-Govommeni Aot, 
1885 and the rules thereunder, Bengal YaccinationAot, 1880, and Food Adulteration Aoi^ 
1919. Where power cannot bo delegated, the Chairman is approached for orders for 
prosecution. The Health 01ficer-in-(Stargo of Administration has the status of Honorary 
Health Officer of the Board. Similarly the Union Board deem the health staff working 
within their area as their honorary staff and delegate the necossaty powers to thorn ns 
permitted by the Village Self-Government Act, 1019, and niles made thereunder. 

Policy, in the first instance was determined by two factors :(1) Government of Bengal 
in 1940 approved n ” Sohorao for Reorganisation of Rural Public Health Services in Seven 
Subdivisions ” drawn up by Lt.-Col. A. C. Chatterji, Director of Pnblio Health, Bengal. 
Government of Bengal desired that the Singur organisation should bo based upon Col. 
Chatter] i's scheme subject to revision as experionco might indicate. (2) The per capita 
expenditure of 4 annas was accepted as the sum economically practicable in Bengal for 
combined medical and public health administration. It is obviously impossible to in- 
troduce any comprehensive level of technical officioncy with this limited sum, In fact, 
unless much of the Medical Protection can bo provided through self-help under super- 
vision it would bo futile to inaugurate Singur. Consequently, cash purchase of medical 
protection is limited to (o) toohnical supervision of solf-bolp, (6) essential but limited 
toohnical services. This principle of ocnonomio praoMoability is diagrammatioolly illus- 
trated in the accompanying outline of rolotivo position of cash purchase nnd solf-holp in a 
school medical service. One wll note tliat such school health routine measures, os may 
bo carried out, are chiefly those which either teachers or pupils can undertake thomselvcs. 
Theoretical academic viewpoint may feel that it would ho preferable not to inaugurate 
activities, if, as iu the example of school health, they must bo chiefly of the solf-holplevol. ' 
PracUoablo public health policy in India must disagree with this academic viewpoint. 


BMpeor 

RcUtIUm. 
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It must be remoinbered that it is better lu make a sturt at a 30 per cent. level of accom- 
plishment well done than to aim at 70 or 80 per cent, accomplishment and fall short. The- 
unprovided 70 per cent, can gradually be added to the 30 per cent. Otlicr factors deter- 
mining initial policy are ns folloirs ; 

(.") Tlip primary adminirtralive obieetivea are directed towards what empirically 
are considered to be the chief enufea of readily contrcllahlc excess mortality. Smallpox 
is an example par excellence. On tlic other hand Tuberculosis may be found rampant 
but at this stage must be left out of consideration. TJicsc primnrj- objective." arc : (o) 
Smallpox immunisation and other epidemic control. It is hoped that once the machinery 
for smallpox is reorganised it may cffcctivci 3 - carry routine immunisation ogainst other 
diseases ; {h) Environmental emphasis on rvatcr supply and excreta disposal ; (c) .An 
initial emphasis of maternity and child uihui safe dcliveiy' ; and (d) medical relief rvithin 
the compass of the small budget available is to be directed towards amelioration of the 
chief cnnscs of morbidity wiiicli are of acute nature. Some statistical j-ard-stick of results 
is essential and consequently vital statistics is an additional primary objective directed 
towards ovoluating nceomplishment in the three sjiecific fields of attack plus registration 
of total births and total deaths. Control of epidemics may necessitate a temporal^' sus- 
pension of certain routines in order to concentrate upon the epidemic in question, as for 
instance cholera, when an immediate intciwivc vaccination programme is introduced in 
addition to other environmental mcosuics. 

The chief secondary' ohjective is a miniiunm school health programme. 

The available special Government funds for grant-in-aid in malaria, maternity and 
child welfare and water supply make it possible to have secondary administrative objec- 
tives in those three fields that could not he considered on the annas 4 per capita basis. 
Government of Bengal make available a snm of Bs. 8i600 for a malaria control unit. 
Singur is availing itself of Government of Bengal’s special financial provision for dai training 
to the extent of Approx. Rs. 1,600. On the principle that initial provision of safe water 
supply fa a capital charge, a sum of Rs. 18,600 was provided bj' the Government of Bengal 
for 1044-46 to sink tube-wells to provide one well for approximatelj’ 40 botiBeholde and 
Rs, 2,600 for the 'sinking of horo-holo latrines. During 1945 certain specific projects 
connected with the Health Unit are being Bupported by the Rockefeller Foundation as 
follows: Rural Water Standards and Correlated Epidemiological Study Rs. 19,000; 
School Health Programme and a Training Programme to train village volunteers and 
local dais (midwives) Rs. 19,000 ; and Kutrition Survej' Rs, 14,000. 

It fa presumed tbat successful attainment of primary and secondaiy administrative- 
objectives will reduce markedly the morbidity of the areas, 

(4) Economic practicability is staled aa the first principle for adherence. Six other 
principles guiding administration are ; (a) the interdependence of social services and the 
consequent uigencj’ of interesting Bengal Departments of, particularly. Agriculture, 
Education and Co-operatives in the Scramporc Sub-division, Hoogly District. (6) This 
applies particularly to education, because of the principle that the maintenance of health 
depends upon the people themselves poa^cssing adequate health education and know- 
ledge. (c) The administration of special functions being undertahen only' by a single 
governing body. Public health may prime the pump in health education but this func- 
tion in tlic schools belongs to education, (d) Realisation of the necessity for compromise 
in social progress (hence the above .30 per cent, objective), hut provided compromise is in 
terms of the eventual whole design, (c) Administrative procedure must be scientifically 
derived. This is the real responsibility of the Institute and does not come within the 
annas 4 per capita. (/) Successful extension of administrative methods developed in Singw 
will depend upon the two foctors of their being extended by personnel already trained in 
the Singiir administrative methods which have been successfully tested. 

The Institute Section of Public Health Administration fa responsible for the overall' 
administration of the area. In addition, it is itself responsible for tbo ndmim'stration of 
the primary objectives of-smallpox inununisation ; epidemic control ; and vital statistics ; 
as well as for the secondary objective of school health. The section collaborates with the- 
■section of PubUo Health Engineering in malaria. Wie latter section is responsible for 
Sanitotion' of environment, particularly water and the major share of malaria. The 
.Section of Maternity and Child Welfare is responsible for the primary objective of' 
matenuty and child Welfare. 
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Tho responsibility of non>operating sootions of tho Institute has boon indicated abOTo 
in that they contribute to the derivation of soientifio administrative procedure. Ordl* 
oarily, in tho first instance, the sab«divisional unit of tho Bengal Boorganisation Scheme 
would bo unable to afford a diagnostio laboratory. Tho availabiliiy of such a laboratory 
■oontributes materially to tho ohecking of much data which otherwise may only bo assumed. 
Esponso of procuring such data os otherwise might not bo available is considered a logi* 
timate charge against tho responsibility of tho Institute’s Section of Microbiology. Simi* 
■larly the statistical maohinoiy established within tho limits of a four annas per capita 
budget is checked by tho Section of Vital Statistics, and, again, tho field expense in oon« 
neotion with such checking is a legitimate charge against tho Institute’s section in question. 
ETC. 


OnaoinzAXioir. 

The primary objective of Organisation is to develop self-help agencies. As already 
Stated the limited technical personnel within tho available budget caimot themselves 
provide any significant degree of medical protection. The following local groups 
Are tho channels through which self-help is developed. 

r 

(a) A Unit Fublio Health Advisory Committee. 

(b) A Union Health Committee. 

t 

(c) Village Health Committees— one for each village or units of opproximately 200 

families. 

These committees, particularly (c), are not brought into cxistenco until there is assurance 
that they will function in tho desired manner. This implies that in each instance tho 
M. 0. H. 1ms educated tho anticipated members as to tho committee’s purpose and res- 
ponsibilities. 

Ji'unciicns.— Each of the five members of tho village health committees' is responsible 
under tho supervision of tho M. 0. H. or his deputy, for one of tho five routine health 
activities undertaken in the village : vital statistics ; epidemic control and smallpox vacci- 
nation ; environmental sanitation ; maternity and child welfare ; and, malaria control 
when carried out. Whore required committee members and also as in tho case for malaria 
control, village volunteers are given special training for tho disohargo of tho responsibility 
in question. Each category of health committee holds meetings routinely attended by 
xm officer of tho Unit. 

Tho functions of tho other Committees are, in tho first instance, along tho lines out- 
lined in Appendices Vlli and IX of tho Eeorganisation of Rural Public Health Services 
Scheme. (Bengal Government Press, Aliporc, Bengal, 1041). 
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(1) The duties of the Sub'divisional He&lih> Services Officer are in general as outlined 
^n Appendix I (itcmsT to-ll and '13, 20, 21, 22,.24 and- 26) of the Scheme for Reorgdiii&- 
tion of Rural Public Health Services in SeVen Suh^divisions except that for the temporary 
pm^oses of the Singur 'Onib' the D.’ M. 6. is substituted by the Technical Advisory Com- 
mittee, Alko; in view of the tecliihlal services available througbi the Institute items of 
duty deputed to the resident offiocra of the several sections as follows : 

Public HedUH Engineering Eecliori '. — ^licms 12, 14, 16, 16, 19 and 23 of Appendix I 
of the Scheme for Beorganisation of Rural Public Health Services in Seven Sub-divi- 
sions. 

(2) The general duties of the Rural Medical Officer of Health are defined in A^pcndlk^ 1 
(item 18) and Appendix II (items 1 to 3) of the Scheme for Reorganisation of Rural Public 
Health Services in Seven Sub-divisions, His specific duties are of two uatbgoncs : (i) 
curative and (ii) preventive. 

(i) Curative . — ^Two things must be realised — (1) the average population of a unit is 
20,000. The lowest morbidity estimate of 10 per coat, means that 2,000 individuals in 
.the area ^villi bet sick daily. This is obviously beyond .the capacity of one medical officer 
to cope \vith. Fortunately, most of this morbidity is preventable provided the required 
measures arc undertaken. To preclude the M. 0. H.’s innundation with curative to the 
detriment of the more important preventive activities requires that there should be rigid 
demarkation between the hours assigned for curative and preventive responsibilities 
which cannot bo infringed upon except under a real emergency. Consequently, the 
M. 0. H.’b morning attendance at the centre and sub-centre dispensaries shall not exceed 
4 hours a day regardless of the number of patients. No domiciliary visits shall be under- 
taken. Private practice is disallowed. (2) The M. 0. H.'b general administrative duties 
°hall bo as defined under items 4 and 0 of Appendix II of the Scheme for Reorganisation 
of Rural Public Health Services in Seven Sub-divisions. The Civil Surgeon will bo hi® 
supervisor with respect to curative problems. 

(ii) Preventive . — ^The chief instrument for success of preventive activities is the Union 
and Village health committees. The health officer succeeds or fails to the degree that ho 
xmplomonts himself through these local agencies. Consequently his chief responsibility 
is to develop suooessM village committees through whom the staff will undertake the 
primary and secondary administrative objectives defined above. In so far os possible 
the technical personnel constitute themselves os the technical supervisors of the activities 
undertaken through these committees except as the technical nature of the problem re- 
quires the publio health personnel themselves to undertake the measures in question. 

The M. 0. H. or his substitute visits routinely per schedule each village within his 
area for consultation with the committee and supervision of the activities of that village. 
These primary and secondary activities consist of vital statistics, small-pox immunisation, 
environmental sanitation, midwifery service, malaria control and school health together 
with emergency epidemic control when required. The spccifio routines of those activities 
ate outlined in manual form. 

(iii) The additional general duties of the M. 0. H. and'kis offico are as outlined in items 

14, 16, 17, 18, 19, 24, 26, 28, 30 and 31 of the Appenffix II of the Sohomo for Reorganisa- 
tion of Rural Publio Health Services in Seven Sub-divisions. In addition he shall be 
responsible for the supervision within his area or any publicly supported dispensa’iy or 
hospital. ■ 
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Sbu9'-Help nr SoHoot Heajvch, 

Tdbh Ulttslriting the extent to which School Health can be undertaken through local sdf-partU 

cipation. 


Item, 


Mtial. 


Routines. 


L — Sanitation— 

1. Water 

2. Sewage 

3. Cleanliness , 

IL— Medical Service— 

1. Examinations 

2. Correction of defects— 

(o) Acute 

(6) Chronic . 

3. Preventive measures — 

(a) Vaooination-Inooulation 

(b) Personal Hygiene . 

HL — Health Education . 


Medical Self-parti* 
Officer.* oipation. 


Medical 

Officer.* 


Self.parti* 

cipation. 


t 

tt 


tt 

tt 

tt 

tt 

t 



t' 

t 

t 

t 

tt 


Note. — ^S inglef indicates minor responsibility for execution while ft indicates major res* 
ponsibility for execution. 

* Apart from routine inspeotion-aupervision. 


Finance.— The adrainistrativo expenditure for this Health Unit with a population of 
"neavyl 63,000 is in the neighbourhood of Bs. 32,000, or a, per capita expenditure of As. 0-8-0 
par ann um. However, iaoUision of the cost of training and also the financial aspects of the 
Institute’s collaboration in the Health Unit raises the total to nearly Rs. 1,00,000 or a 
per capita expenditure of Rs. 1-8-0 per annum, a figure which may be coneidered well 
above what the provincial government can afford, under ejusting conditions, for the 
devslopmoat of looal hoilth organisations. Two things should be borne in mind, however. 
First, this cost includes the overhead of personnel and expenses of the future Sub-divi- 
sional office. Also the category of porsoimel employed in these two initial special 
is of a much highor level and consequently more expensive than personnel who would 
bs employed whoa the organisation and administration is extended throughout the Sub* 
division. 


APPENDIX ‘n’-Sohedules (pp. 207—246). 

1. General Individual Schedule. 

2. General Individual Schedule (Absentees). 

3. Nutritional Assessment Card. 

4. Addendum concerning married women. 

6. Addendum for pregnant women. 

6. 'Addendum concerning infants. 

7. Addendum concerning pre-school child. 

8. Addendum for school child. 

9. Patient’s Schedule. ' 

10. Home Visiting Schedule in conneerion with cases of infectious diseases. 

11. Family Schedule. 

12. Economic Survey Schedule. 

13. Food Account, 

14. Sanitary Assessment of House.' 

16. Collection of adult Anophelines. 

16. Report on the collection of Larvee. 

17. School Survey Schedule. 

15. Schedule for the sauitary survey of villages. 

19. Report and Programme Form. 
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Week endtag. INov, December, j Jcmuary. I February. 1 March. I April, I May. June. ) July. 
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ALL-INDIA INSTITUTE OF HYGIENE & PUBLIC HEALTH, CALCUTTA. 
Fmsx Stovev or SiNoini Heamp Cenxbb. 

Nuirilional Aaseamcnt Card. 


£yo 


Kmc 


Uoath 


rCosJanctlTB 


Ooioea 

I Aniilfl of oyn 


(.Fanetlonal dcfect»-|^ 


l)«t« of AffcsimcDt 
Serial Ko9. . 

i Moist or dry (A) . 

Plscolouratloo (A) 
Olscliargr (A). . 

fMoIstordryfA) . 

* \ Vascularisallon (B,) 

. Kscorlatton {B,} 
fKIgtit BlIodoessfA) 
Bhotopbobla (A & B,) 


f Moist or dry (A) 
Macons membranO't 

^Dlsrliargo (A). 


flips 


Tongas 


. Condition (B,) 
fSl»(B,) 

J Colour <B, C) 

I Surface (B, C) 
Edge . 
.Taste <B,) . 


Qnm and mneous f Condition (0) 
membrane. ■{ 


Tbioat 


Bar 


Hair 


BUn 


Adipose Ilssas 
Oedema . 
Mnsoles 
Bonea 

Lungs ' . 


Olrcnlatory 

System. 


(.Teoth 
f Tonsils 
i Adenoids 

tvolco 


(A) 


Heart 


L Condition (I>). 

Time of dentition (D) 
Condition (A) 

Presence (A) . 

Timbre (A) . 
piseliorgc (A) 

'Quantity (A) . 
Appearance (A) 

.Quality (A) . 
f General Appearance 
Elasticity (A) 

On race (A & B,) 

On upper limb (A & B,) 
On loner limb (A & B,) 
COntran&(A£B,) 
Quantity (A) . 

Degree (B,) . 

Strength (B,) 

Condition (D) . 

Adventitious sounds (A) 
J-SIsc(BJ . . 


•1 


’.Uliythm (Bj) 
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( 2 ) 


Blood Tcssels & 
caplUurles. 

AnaemU • 


Allmentatp Spitcms 


^liormun jl'e . 
^BcsteUnce (C) 

. Begreo (Be) . 

^Appetite (B,) 

.■< Constipation (Bj) 
(.Blanhoea (Bt) 


STerrona S^atcm 


'Beep tenderness (Bi) 
Sensation (B^) 
Beprosslon and Ictbargp 

m,) 


OenersI ConstltnUon 



BuUd 


• 

• 


Condttslon Yitainin A 



. 


« 



Bt - 








B. . 








B. . 








C 





• 

• 


B . 



• 



« 


Bo • 



• 


• 



General 
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Ali-INDU INSTITDTB 01- HyGIBNE AND PUBLIC HEALTH. OALCDTEA. 
ItesT STOVEY or SKOUE Hbai/th OEsniE. 

Addendum concerning Married Women. 

-10^. ^i2Tr. -ijyr. -i$yr. 

4 J. AE«“tiii»rri»E*' • 9 3 4 


over 30 yr. 
0 


— lOyr. — !“?*• — 

1 2 ** 


■ -r-r -H" -i- 

1ft 11 


il. 

K 9 -So of tormlnftt«l_ 

ptegnttuelcslnclndlnB 

at)otiloo3* 

B3. ' 


64. Antenatal Caro 

66 , Mode of delivery . 
Attendant at delivery 

Post-p^nin atten- 
dance. 

66. Adequacy • ' 

longevity of Infant 


_30yr. -35yr. over 3^5 yr. 


T 5 

7 8 0 10 and over. 

8 0 10 11 


No delivery. 

Abortion. 

Prcmntnre 

alive. 

3 

Premature 

dead. 

4 


1 

Fnll term 

2 

Twins. 

Sex. Male. 

Female. 


dead. 

0 

7 

8 

0 


» 

Dy whom 

Medical. 

1 

Non*mcdlcal. 

3 

Place 

Clinic. 

3 

Adequacy. 

Adcqnato. 

6 

Inadeqnate. 

0 

Negligible. 

7 

Nil. 

8 

Normal. 

Instrumental. 

2 

Operative. 

, 3 



1 

Dal 

trained. 

n 

■Hal BelatlvCi 

Doctor. 

Mldwlfo. 

untrained. 

7 

8 


Fnll term 
alive. 

5 


Medical. 

10 


jjon-medical^lned. 


ITon-mcdleal^unttalned. 


Adequate, Inadequate, NegllBlble. 
1 ^ 


Died plthln 

Month. 3 months. 6 months, a year. 

0 ' 


npto 


\7eeae AUUiavaaa • _ g w 

^ . ,tv **BIrth Asphyxia. Tetanus. Marasmns. C^gf^aliiSf 

57 68 . Cause of death Irema nr y- ,46 * 

.90 -- l-a 


Matemal 

Xoxaemla. 


Menlwltls. Diarrhoea. Smallpox. Chlckenpox. Sleasles. 
(T, B, and 

Non-TeB.) 11 

8 ^ nf^hArs 


•Whooping Diphtheria. Pneumonia. Yever. 

eeeeh. 16 


11 

Accident. 

17 


Termln^lons during 

SB. Beanlt of delivery 


No delivery Abortion Premature Tre^^ 

ive. . . 5 

-on e 


Others 

(specify). 

18 


Pull term 
dead. 

0 
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ALLiIKDMJlNSTlTUTia OP.ICSrGIEiTE AND PUBLIC HEALTH,* CALCUTTA; 

EIB8T St}BV£V OV SXKGUB HeAIGS CeHTBE. 


Addendum concerning Married Women — contd. 


Serial No. 

(1) 

Twins. 

7 

Sex. 

Male. Female. 

8 9 



00. Antenatal Care 

By whom 

Medical. 

1 

Non-mcdlcal. Place. 

2 

Clinic. 

3 

Home. 

4 



Adequacy. 

Ade^nato. Inadequate. 

Negligible. 

7 

Nil. 

8 

01. Mode of delivery . 

Normal. 

1 

Instrumental 

2 

!. Operative. 

3 



Attendant at delivery 

Doctor. 

4 

Midwlil:. 

S 

Dai trained, Dai untrained. Bclatlvc. 

0 7 8 

None. 

0 

(2) 

Post-partum atten * 
ancc. 

Medical. 

10 

Non-mcdlcal trained. 

11 

Non-mcdlcal untrained. 
12 

62. Adequacy 

Adequate. 

1 

Inadequate. 

2 

Negligible. Nti. 

S 4 



OS.'Xbngevlty of Infant 


Died witliln 



AUvo and aged. 


‘Week. Month. 3 Months. 
12 3 

0 Montlts. 1 year. — Im. 
4 6 0 

—3m. —6m. lyr. 

7 8 0 






over 1 yr. 
10 


6 4 — 65. Cnuse of death 


FTematuiity. 

1 

Uaternnl 

toxaemia. 

7 


Birth. 

Injnry. 


Measles. 

12 


AYhooplng 

coogh. 

13 


Asphyxia. Tetanus. Marasmus. 

3 4 5 

Smollpox. 

0 10 

Diphtheria. Pneumonia. Pever. 

14 15 10 


Monin^B Diarrhoea. 


(T.B. or Non.T.B.) 
8 


Congenital 
physical defect.. 
0 

Cblclccnpox. 

11 


Accident. Others 
(specU^), 
17 18 


PToro (1). — ^Adequoto rvlien there Is n complete physical examination In the Clinlo ond ot least one more 
r IsH to the Clinic ond three homo visits. Negllglblo If no physical examination and no visits to the Clinic. Inter- 
mediate Coses oro Inadequate. 

"Soxe (2). — In case attendance Is hoth medical and non-medical circle both 10 and 11 or 12 as the cose may 
he. Adequate at least one homo visit within 48 hours of delivery by a certifled midwife orH. V. and o total of 
not less than 8 visits by the same agency. Negligible when two or less number of visits paid and none of the 
visits Is mode within 48 hours of the delivery. 


1. Investigations Name 
and No. 


Addendum for pregnant women. 

Date. 2—3. 'Wcelc of Survey. 


4. Dnion Board 

7 — 0. Family No. 

16. Ago In years 

16. Parity . 

17. Month of gestation 

18. Complaints . 

10. General Appearance 

20. Albumin )n urine . 

21. Attending antenatal 

Clinic 

22. Home visiting 


Slngnr 

Balarambatl 

Bora 

Begumpur. 


6 — 0 Village (Name) and Code No. 


10 — 14. Serial No. Name. 


—16 

1 

1 

1 

— ^2m. ■ 
1 


-18 —20 —25 —80 —86 —40 — 46 
2 3 4 5 0. 7 8 


over 46 
0 


2 3 

2 . 8 


-3m. — 4m. — 6m- 
2 3 4 


7 

7 

-Cm. ■ 
6 


0 10 over 10 
0 10 11 

-7m. — 8m. — Om. 
0 7 8 


over Om. 
0 


None. Tired. Pnln. Sleeplessness. Cough. Pever. 

1 2 3 4 6 6 

Headache. Palling sight. Others (specify). 

7 I 8 Q 

Healthy. Pale. Oedematousi 
X 2 3 

Not known. Yes. No. 

X 2 3 

Yes. No Nature ot Medical. Non-medical, 

attendonco. 

1-2 84 

Yes. No Nature of Medical. Non-mcdleal. 

attendance. 


Not obtainable- 
10 


1 


2 


3 


4 
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ALTi-INDIA I.VSTITOTE OF IIYOIEN’E AND PUBUC HEALTH, CALCUTTA. 
Ri«t SnRvnv or Snwun Health Cr.xmr.. 

Ad/ftTi'lum eonfrmni; Infar.U, 






.Aw la niftthi. 


<*<. llfo . 


.Alt»(i{p»ffil Ka. 
I 


<0. Wliff*' Mfa 


Vllisw. llw. Hwplial. Iloa'. 


50. PtllKft'l If 


D'vto.*. CWH*"! rallwlf*. PtI P»1 afilf»la*'l. lUUHw* Jfotsf. 


51. Toit ritalcw' 
{rintlOiUp). 


nt»«h vititnr. itii»if'. Pit. MtiiTi*. yoB*. 
: s 4 0 e 


61. yo.ofllta'iatt^nl'l 
laUl.tn 10 il»yi. 

53. WfM-,', at MU!) . 


.W. 2 IH— 31*1- Alh*- 51*1- 8lbi-7IM- Slt>l— 

1 S 3 4 6 C 7 8 


Pill- lOlli- nlH- ISllM- 

0 10 tl 13 


81 . Ornv.iIile\flirr'.il 


Canr.-*.l''l ll»ll»;i Ml, Cr»*l. Walk »llli }\»lk 

MplM.|. liMl. larfwrt. ripfart, vltliMl 

fippwt. 

1 S S ISO* 


.'.3, 


a <1 f 1> » 
r (1 e li # 


n 1> r il !> 
a be d a 


yitinVf 


3 I 8 f, 7 1 0 

4 6 0 7 « O 10 


66. Mill. Pol 


57. Oll'i f fif'P 


Mftll.'s'i enly, Stolli'i**'. I’tMli. 3P*.li'»’4 J-Ory. l'f*»lioniy. 

1 2 3 4 

rn*»hJ Pty. . .411 lErp". 

0 

.Vi7. CrjfiP, rrnlt. Gtif It \>p. Eej. I'Wi. SIfif. 

12 3 4 5 0 7-'' 


SS, Arc ai VacclrMlon 


69. Allcntlancf at clinic 


00. nine's lilslory up to 
1 month. 


01. Hint's history ftom 
ono to 3 mnnths. 


Hot vnrelrste.1, 
1 


-Oni. — Oin. —1 VfW. 

1) 4 5 


yore, 1 2 or 3— 6 — 9 — 12 12+ llrvon. Plrl:. Ilcslth, S+fc+KfiUh. 
12 3 4507 8 9 M* 

.VJl, }lc.islrs, Whooplnscsajh. SmillpoT. ChlrVrn pox. Plptli'rh. rn'njnonhn. 

rollomyclllls, PlacTlima or Pyrenttry. PtoneliHls. Others (spccliy). 

8 9 10 U 

Docs not nrlsc, Jii'l, Jltnslcs, AVliooplns conch. Pmall-pox. Cliickcn por. 

1 2 3 4 5 8 

Diphtheria. Pncnmonla. Poliomyelitis. Dlarrhcranml Pronchllls. Others (apccUy), 

" . dysentery. 

‘ 8 0 10 tl 42 


02. rrom 3 to 0 months 

03. From 0 to 0 months 

04. From 0 to IS mentlis 

05. Index orramlly 
Prosperity. 


I!!3450789 10 tll2 
.SamonsOl 1SS460780 10 11 12 
4S3450780 10 11 1S 
1 S 3 4 6 0 7 8 0 10 II IS 13 14 13 
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ALL-INDIA DTSTITDTB OFEYGIENB AND PUBUEO HEALTH; 0AL0T7TTA, 

Fibsi Stjbvbt ot Smarm Hbaia^h OsnrcBB. 

Addendum eoneeming pre-aAool child. 


family Ko. 

48. Age In months at 
weaning. 


Serial Ko. 

Hot yet weaned. —6m. —to. — 12m. — IBm, —18m. — 21m. — ^24m. — 27m> 


2 8 


~80m. 

10 


^-36m. 

11 


Otot 86in. 
12 


Begnlarity. 


Clcanllncs. 


48. Ullk feeding 

60. Vegetable Pood 

61. Animal Food . 

62. General Development 
(Xoeomotlon}. 

Speech. 

68. Blchety , , 

64. Teeth ... 
66. Anterior Fontonalle 

66. Attendance at cUnle 


67. Average nnmber of 
visits per year. 


Nit. 

1 

NO. 

1 


— ^10 ozB. per 
day. ■' 


Clean. 


10oes.and Fegnlar. Irregular. 

“■ over ' 

per day. 

S 4 6 

Green vegetables. Fruits. 


6 


Dnelean. 
7 


Cereals. 

2 


2TO. 'Xess than Dally, 
-dally. 

8 4 6 


m. 

6 

Fish. 


‘Xess than 
twice a vreelc. 
7 


Twice a wcdc 
or more. * 
8 

Heat. 


m. 

1 


Xess than 
twice a 
'weelc. 

2 


Twice a 
week or 
more. 

. 3 


2f0. Xessthan Twice o 2Til, 
twice a week or 
week. more. 

4 6 6 7 


Xess than Twice a 
twice a vreek 0 
week. moreV 


8 


“O 


Crawling.' 'Walking with Walking without Sunning. 
^ hUpport. sr^port. ‘ ^ • 

Speaking. Hot speaking. 

6 ' 6 »- 


Ho 

1- 

Xess than 20. 
1 

Oiwn. 


Tea. 

2 

UorethanSO. 

2 

Closed. 

1 2 

Begolarity. 


m. 

1 


Tea. 


Scgular. 

8 


Irregular. 

4 


Season Sickness. 
6 


Health. 

6 


Sickness and 
Health . 
7' 


—12 —18 —24 —80 —86 —42 
2 8 4 6 6 7 


42-f 

8 


68. Diseases 'within 1 year Hll. Heaslcs. 

£1 2 

'Whooping cough. 8man-poz 
8 4 

. Chicken Pox. 

6 

Diphtheria. 
6 ► 


Bronchitis. 

7 

Fnenmonla. 

6 

Follomyelltis. 

0 

Dlairhcea or 
■Dyeentery. 

10 

Others 

(spooUy). 

11 

60. Diseases ‘wltbln 2 
yeoTSo 

(Same as 68) 

1 2 8 

4 

6 6 7 

8 9 

10 11 

60. Diseases within 8 
years. 

Does not arise, Jfil. 

1 2 

Heasics. 

8 

Whooping Small poz. Chicken 
cough. poz. 

4 6 6 

Diphtheria. 

7 


Bronchitis. Fnenmonla. 

8 0 

Poliomyelitis. 

10 

Dlorrhma or 
Dysentezy, 

11 

Others 

(spM^). 

61. Diseases within 4 
years 

(Same as 60) 

1 2 

a' 4 

6 6 7 

8 0 10 

11 12 

62* Diseases within 6 
years. 

> »• 

(Same os 60) 

1- -2 ' 

8 6 

6 6 7 

8 0 10 

11 12 

•"68. Wdght . 

Begnlar record maintained. 

1. 

Hot maintained. 
• 2 



Height 

64. IhdBZ of flmillyQaios* 
pority.' ■ 

8 

1 ^21? 4 6 

6 7 

4 

8 0 

11 12 18 

14 16 


46 . 


P- 
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(a) Uaoagementof 
water. 



222 - 


* 




ili-iroiA INSTmJTE OF HYGIENE AND PUBLIC HEALTH CALCUTTA. 
Pibst SxravBX OS' Sihoto Haii/rH Cbstbb. 
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ALI4.INDIA INSnTDTE OF HFOIENE AND PUBLIC HEALTH, CALCUTTA.. 
Fcbst Str&TET o; Snroim Eeaiob Centbe. 

Hmt vmlxng schedule in connection with cases of infectious diseasa. 


IiiTestigftlort Name Fotnily No. 

Date of visit 

(1) 

Head of Family’s name 

( 2 ) 

Relation to patient 

Patient’s name 

( 4 ) 

Date of first symptoms 

( 0 ) 

OtiDicsI diagnosis 

( 8 ) 

Notifiable 

( 9 ) 

Primaty, relapse or second attack— 

Previous attacks — 

(10) 

lacculation history 

Primary iuoculation 
Rc'inoculalions 

( 11 ) 

Contact irith patient 

date 

Contact vrilU known carriers 

(12) 

Contact witli any other sonroo of infeotion 
Place of attack 

( 13 ) 


lIovcmcnt.« 

Visitors 


Pineo 


Dates 
Places 

Infection status 
Imported food or elothing 
Dates 
Places 
( 16 ) 

infected t 


Water supply 


VUk supply I 


Food ; 


Drinking : sourco 
( 16 ) 

infected t 

ii. Bathing : source 

. 

infected t 

iii. Household : source 

. (IG) 

infected T 

source 

( 16 ) 

infected 7 
( 16 ) 
i. Home 
( 17 ) 

Meals out 


ii. Ontsido: Part 
( 16 ) 


whole- 


Serial No. 


( 6 ) 

Date to bed 

( 9 ) 

laboratory oonfinnatioa 


Serial No. 


Dates 

Dates 


Date 

Date 

Stage 

close distant * 

Date 

dose distant - 


Date 

Ohject-.. 


date 
:( 16 ) , 
infected 7 • 


infected 7 
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( 2 ) 

iii. finiits and vegetablcB (taken rav) ; aonroe 

iv. . Special articlea 


(16) 

infected I 
BOnreo 
(16) 

infected T 


( 20 ) 

Insects. 


Ifosqnitoes 

Flics 

Flees 

Band-ilies 

Lice 

Bedbugs 

Ticks 

Mites 

Other carrier insects 


Species 


( 21 ) 

Patient’s infootiona status 
State of cleanliness 


I. 

ii. 


(24) 

State of isolation 


( 22 ) 

House in general 
Patient B room 


Collection of 
Stools 
Urine 
Sputum 
Clothes 

Other infections material 
If school whether excluded or not 
(26) 

Utensils 

(20) 

Kuniog 

Relations 

Professional 

(27) 

Persons in the Family (other than patients) 


Disposal of 


Ago. 


Sox. 


Occupation. 


Immunity 

status. 


Relation to 
patient. 


2 . 

а. 

4. 

. 6 . 

б . 

7. 

8 . 

9. 

10 . 

11 . 

12 . 

13. 

14. 
16. 
16. 


(28) 

Notified t date 

(29) 

Concurrent disinfection 
(80) 

Terminal disinfection 
(31) 

Other moans of control : adopted 

not adopted’ bnt aTailablc 
why t 


by whom 


PreventiTO 

measure. 
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( 8 ) 


( 32 ) 


Specific knowledge of causation 
Bonrce 

when obtained in relation to present case. 
( 33 ) 


Seasons if not responsive 
( 34 ) 

Ontaide assistance 
Official 
Natnre 
Adequacy 
( 36 ) 

Economio loss 

Duration of illness 
Loss of earning 
Sickness expenses 
Loss in ease of death : 

( 36 ) 

Likely disabilities : 


^ 37 ) 

Summary and general recommendations. 


Non-official 

Efficiency 


temporary. 

permanent 
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. j&UEi-lNDIA INSTITUTE OF HYGIENE ANI> PUBLIO HEALTH, OALODTTA. 

fl 

\ . . 1 . -IV ' ■ ' 

Fntsi StJBVDY or Sotoitb TTiaAi/cH Obkxbe. 

s 

^ Family Sch^itl^’ 


71. InTestlgatm’s Name. 

- 6 — 6. Village No. 

10. Nairoe of Vamilr 


Date. < 


S— s We^k of ^nrrev. 4. Dolon Board. 


Sl^lp. 


7 — fl Bamliy No. 
loint. 


1 


History of tcroilDatlons {Yeor^ 

Bor Oibnps I ik H (occuirlng in tiie Ullage) 


MulU/ 

8 


11. Abortion 


18. StUI birth 


.18. live blrtb (Male) 

• 14 . ItlTO birth (Female) 


0 

1 

0 

1 

0 

1 

0 

1 


1 

2 

1 

2 

1 

2 

1 

2 


4 

5 
1 

4 

6 
I 

4 

6 

4 

s 


For Oronps I <fe IT (occoirln'g ontelde the Tillage) 
1 2 1 


15. Abortion . 

16. sun birth 

17. l/lve birth (Mole) 

I 

18. Iilve butb (Female) 


0 

1 

■ 0 
1 

6 

1 

0 

1 


For Oroups in & IV (occniilng In the ’village) 


10. Abortion . 

■ 20. Still birth 

■ 21. IiWe birth (Male) 

~ 22. Live birth (Female) 
Family cnlture. 
::83. Outlook on food 


: 24. Onllwk on canse of 
disease. 


6 

0 

6 

6 

6 

6 

6 

0 


0 

7 

0 

7 

O'" 

7 

6 

7 


Batlonal. 

1 


Batlonal. 

1 


Traditional, 

2 


Frojndleed. 

8 


Blngor. 

' 1 
Balarambatl. 
2 

Bora. 

8 

Begnmpnr. 

4 


ioelotlc. 
. 2 


Demonlstlo. 

8 


Other Sn|einattiral. 


26. On^ook on pievimtlon Batlonal. 


and enre of disease. 

21. Oommnnlty sense for 
organised effort. 

I 

ST. Qnlnlne distribution 
(FropbylacUo). | 

= 28 . Boonomlo sebednle . 


Fatalistl'c. 

8 


Stole. 

4 


I 


Indlvldnallstio. 

1 

Yes. No. 

1 jS 

Not done. Done. 
1 2 


Balanced. 

2 




I Highly Sodallstle. 

I 8 , 


Udez. 


X 8 


8 4 6 8 ; 

10 u 12 IS 
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( 2 ) 

BepoJt on Diet Survey of the Family, 


Family No 


faOXIUATB PsiSOIFIiBS AMD AOOESSOBT FaDIOBS. 


Oonsnmption 

Unite. 


Broteins. 

1 

1 

1 

i 

Garbo* 

Mnerole. 

1 

Vitamins. 


Coloilee. 

Animal. 

Veg. 

i 

hydrate. 

Ca 

1 

P 

Fe 

Carotene 
Vit. A. 

Vit. B 

Vit. 0. 

Bequirement 

1 

1 



1 

1 

1 

1 

1 

1 

1 

1 

Consamption 

1 

1 

1 


1 

■ 

1 

1 

1 

■ 

1 

1 

Deficient^ 




1 

1 

1^1 


1 


1 

1 


— 



Gross deficieni^. 

Moderate defici* 
enoy. 

No deficiency. 

31 

Protein Animal 

1 

2 

3 

32 

Protein Veg. . . . 

1 

2 

S 

33 

Fat 

1 

2 

3 

34 

Carbohydrate 

1 

2 

3 

35 

Caldnm .... 

1. 

2 

3 

36 

Phoephoms 

1 

2 

3 

37 

Iron 

1 

' 2 

3 

38 

Carotene and Vit. !a . 

1 

2 

3 

39 

Vit. B . 

1 

2 

3 

40 

me. 

1 

2 

3 
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ALL-INDIA INSTITUTJ3 OF HTGIENB AND POBLIO HEALTH, CALCUTTA, 
' EntsT SuBTiiv OF Snrotm Hbaueh Ceuiibb. 

Eamomica Survty Schedule. 

tXSEHOmSE. 


A. Oneoiaimption. 



Home produce. 

Cash purchoso. 

Value. 


Quantity. 

Value. 

Quantity. 

Value. 

5a. A. F, 

2. Fuel & light (yearly basis) 

8. House-rent or „ 

house tax 

1, Food (monthly 
basis) 

(i) Cereals 


Bs. A. F. 


Bs. A. F. 

4. Clothing, bed- „ 

ding & foot- 
wear. 

(11) Pulses 





6. ToIIeta, If any „ 

(Ul) Vegetables 





0. Furniture „ 

(iv) Salt & spices 





7. Eduratlon „ 

(V) Sugar * 
sweets 





8. Ifedleal advice „ 

& medicines 

(Vi) mkp enrd, 
cte. 

(yU) Butter, (ihee, 
oils 





B. Travelling „ 

(vlil) Meat, flsh, 

egg, etc. 





10. Ceremonies „ 

(lx) Others 





11. Payment for „ 

debt Dls- 
chaice (Prin- 
cipal) 

Total (monthly) 





»» M 

(Interest) 






13. mscdlancons 

Total (annual) 





Total . 


^ ^ . Quantity. Value. 

B. On proiJudion (yearly basie) . Bs, a. F, 

1, Cattle. 

2. Flaugh repairs, etc, 

5. land taxes, if any. 

4. Isrisation cbarces, If any. 

6. Uanure. 

8. Labour charges. 

7. Seed. 

8. Miecellaneons. 

Total 

Grand Total . 


W 

23. Ayerage annual income capita in Its. 


SO. Average annual expenditure ptr eapUa in Be. 


80. Average annual saving or dellelt per capita. 
81-S2. Index of prosperity. 


T 

n 

m 


A 

1 

c 

H ' 


B 

2 


c 

3 

8 

18 


—48 


—DO 

—120 

—160—176 

—200. 

1 

2 

a 

4 

5 

6 

7 




—250 

—800 

1 

1 

1 




8 

9 

10 

11 

—48. 

—00 

—90 

—120 

—160 

—176 

—200' 

1 

2 

3- 

4 

6 

0 

■7 


— 260 —400—360 ovoi860> 
B 0 10. 11 


' 0 10 
U • 16 
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AT.T^ Tf mTA institdtb op hygiene and first general health survey 

OP SINGUR HEALTH CENTRE, 

Food Accoust. 

Family No. 























































iU, ISmIOTE OP POBUO HBAI.®. 

Fibs® Sotvkt of Sisqtib HaAira Obstbb. 
aanitary Aansment 0/ Bowe. 
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(tSnq-ptq ‘qaiwriaoo ‘nn?) “®0 ijnawiT 



all INDIA INSTETOTB OF HYGIENE AND PUBLIC HEALTH, CALCUTTA. 
FiBST'StrBVHT Off BnfoTO'HiiAiffrf Cehtbb. 

Baniiaty Aeteament of Hotifft— oontd. 
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JILL INDIA INSTITUTE OP HYGIENE & PUBLIC HEALTH, CALCUTTA. 

PmST StFBVET OS' SdSOTO HSATTni Cbstbe. 

Golhclion of Adult AnopJidines. 


Union Boord. 

'Families Village 

Inrestigator’s Name Date 



Species 

found. 
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KEPOBT ONj_THE2COLLECTIOIT OF LARVAE. 

Union Board. ... 

Families Investigator S Village 

Date 


Honso 

No. 


L. B. No. 


Type of breeding places. 


Description of tbo 
breeding places. 


Bemarbs. 
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ALL IsroiA INSTITUTE OE BYGIENE AND PUBLIO HEALTH, OALOUTTAi 

School Sorvey Sohedhle. 


-A . 
B . 

<J , 

D . 
E. 
F . 
G . 


( 1 ) 

Stadent’s Name 
Index letters 

« « • • ft 

• • ■ ft • 

• « • • a 

• • • ft 0 


( 2 > 

Scbool. Village. Date 



A 

B 

C 

®'d ■ 

e‘ 

E 

G 

Oenwal JnfomatiOn — 











Type of school — 











Qovemment 

• 

• 

• 








Aided . . 

■ 

• 

0 








Hnsidod > 

• 

0 

0 








Lower primary 

• 

0 

0 





p. 


t 

• 

Upper primary 

• 

• 

• 








Middle Englisl] 

0 

• 

0 


• 



r 



High English 

0 

• 






. 



Boys . 

m 

• 









Girls . 











Mixed , 











Teadttrs — 











Trained 











Certified . 











Others 











Total . 











Scholars — 











Obtal . 








■ 



Boys . 










> 

Girls . 










*' 1 











hatrines — 


(IS; 

Accommodation . 

Separate for teachers 
Separate for boys and girls 

( 16 ) 

Maintenance . . 

Orituds — 

Adequacy . . . 

Separate for boys and girls 
Water eupply — 

( 17 ) 

Safe • . . . 

( 18 ) 

Storage and distribution 


( 19 ) 

Adequacy . 
Refuse disposal — 


( 20 ) 

Bnstbin for whole school 


( 20 ) 

Water paper bashet for 


( 21 ) 

Disposal satisfaetoiy 
Play ground — 

( 22 ) 

Adequacy . 


( 23 ) . 

(Condition . . 

Compound — 
Vegetable garden . 

Slower garden . 

Hy breeding . 

Mosqnito breeding 









Bjgienc — 

IlcaltU Education pioccduro 
nnd instruction. 

Morning inspection . . 

Health habit training . 

Individual booklet 

Class room chart . 

Use of handkerchiefs 

Storage of drinking water 

Individual drinking cups 

Bcgulnr weighing & measuring 

Individual class cupboards . 

Pupil participation . . 

Middaj’ meal . . 

SnporviseJ play & game . 

Direct teaching of Hygiene . 

Teaching by correction . 

I'ield visits & c::crciso 

Health scrap books and log 
books. 

First Aid equipment 

Talk by Sanitary Inspectors , 

Talks by nurses — frequency per 
month. 

Little mothers’ clnpsc.s — fre- 
quency per month. 

CommunicttlAc Control 

Antityphoid inoculations 

5fo. vaccinated 

Anti smallpox vaccination 

lio, vaccinated 

Quinine di>tribnUsl 








Hygiene— 

Ilcaltli Education procedure 
and instruction. 

IMoming inspection 

Health habit training . 

Individual booklet 

Class room chart . 

Use of handkerchiefs 

Storage of drinking water 

Individual drinking cups 

Bcgular weighing & measuring 

Individual class cupboards . 

Pupil participation . 

Midday meal 

Supervised play & game . 

Direct teaching of Hygiene . 

Teaching by correction . . 

Pield visits & exorcise 

Health scrap books and log 
books, 

First Aid equipment . 

Talk by Sanitary Inspectors . 

Talks by nurses — frequency per 
month. 

Little mothers’ classes — ^fre- 
quency per month. 

Communicable dieeases Control 

Antityphoid inoculations 

Ho. vaccinated 

Anti smallpox vaccination 

No. vaccinated 

Quinine distributed 
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Adults 

Children 

Tolttl popiilntioii. 
Density per ncre 


ALL-INDIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH. CALCUTTA- 
FinsT Survey of Sikour Hn.\t.Tii Centbe. 

Sohodulo for Sanitary Survey of Village. 

1. Name of village 3. Population. Male. rcmalc. 

2. Location, U I’on board 

Health circle Children. 

Di-striet lolal population 

4. Extent of built-up area norcs ; Density per ncre 

Extent of .liinqlo area —acres ; 

5. (o) 

Communica/ioiis— . 

P®”'’’ 

Road ‘ good, fair, poor. 

good, fair, poor. 

Foot-path good, fair, poor. 

Post & tclg g"od. fair, poor. 

6. (b) ... 

Lai/ out — BniU up area ......... .acres . . good, fair, poor. 

Total area acres good, fair, poor. 

(c) , , . 

Paries and plai/groiinds .acres . . good, fair, poor. 

Total area acres 

Roads— wide, narrow, blind. 

Roads— clean, dirt}*, dusty, wntered, 

Ronds— lighted at night, poorly lit, not lit, 

(c) 

Generally compact, crowded, ribbon dcvtlopinciit. 

7. irofer supply. Ptiblie and common sources. 


Tube well!. 


Piig or built wells. 


DtlDldDe Path- 
Ing & Wa^litng. 


man 


Ip.lu.l Uses, 


Dr. B. * W, 
only. 



Uses. P. 

Dr, B. 4: ST. 
only 


Tube >rclls. 


Prirale sources. 


Dug ITClIS. 



Drinking, Dntli- 
Inc 4: Washing 
OTUT. 


No. of abandoned tube wells — 

due to want of repairs 

duo to choMng 

No. of abandoned wells due to 

Adequacy. Satisfactory, fair, poor. 

(h) 

Sanitary quality <b protection. Satisfactory, fair, poor. 

Pact. exam. No. per year 

8. Eousing. Total No. of houses 

(i) 

Total No : of tenement house. . . . < or %. 

Over-crowded houses or % 

Grade A or B houses or %. 

9. Erainage. Terrain undulating, level, oupshaped. 

Liable to occasional flooding, frequent flooding, to flooding. 
Satisfactory drained. 




















I’ro\'j«iou bIkiji" 
pofwl ivxir. 
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10. f}ntUriton rf* of humon t-Tcnint 

{< w'H maintnin'^l Ifttrini'*? : w.-ttorcarrincc... 

b«<'k»'l ■{ borf-ho!/* pit 

Poorly nin irit l.at rinr« ; bticki'i: ; boro-liole p5t 

iroti'c- -«itlt')!it Intrinc*!. %oflotn). 

/»Tririi-^ in porvl or<l''r ■with «-n‘-hinj: fnciIitio“. 

ronvTvitsiry. l.\l>our('i> dnyi* jcr woi'k MTvico, by.. * 

I.ibfinr. DiRjw'i.nl by ; nrca ncrr*?: 

from villapr ..(in innr<i). 

11. anrJ tli^}v>'al of rff»*f. 

fr.nn |iri\*nt»’ rnnc. public hins every dnyfi. 

Xo. ^>r piilrli'e bins ...; Xo. orinboitarw ; 

Xo.ofcari* ndcqirnte; inndcqnare .; 

Hisjro-al by ratisfaciory. bad ; 

Djoionri'’ (plav*'* of tlis|v>sil from Tillage) inilrs, 

12. Jjhjyo"tt of Uif tinvi. 

Omirterif s : ndrquale. In‘»iiflicirnt. 

Crctn.ation ; •’atisfaclory, iirisatisfaclory. 

13. 

H.'Sfaur.itl!’* »V b*u .-liiqw. 

pOvU rliMtl P>».*r 

(i) 

M.ark'l-' 
co-i 1 p ‘or 

M' 0< insp'Hinn; Mlisfnrtory, ntV. 

Milk'Upply: adr.jtiato ; inad»*qtinb'. 
gO'*'!. Imd 

cviminr.l, iiirt «•^amil)•'<l. 

0 .) 

14. .•Iw'-j.fbVi, Ixvlglng honse.! : cood ; poor 

Public bnildings 

.School* 

llo'spitnl#... 

Clubs 

Tran«£V)rt facilities. 

pasture land. 

Markets. 

1.';. .Ve « (/U cfiwe, 

(1)' 

-Mults. Fi-j ifTi* hi.;. 

(('!« J>o!i*''s bn-edinu present. 

l.arr.u* b.->ii»'-s bn‘<'<l)nj abvcat, 

Jf., T'l'ol 

I'rtujary aircivcy 

W liurst bm 

l.r^ivr of iri!ts;r • tvs-iks 

«t>! 

fto’iir-ilar'Ofi 

"t, i 

I". O/^eu'iV'’ rcr'**r». 

Pariory 

bla n ^bt rb^ 

Ibi'i’ 2i.M’5. 

l.rui'' Irib'i. . . . 

Iff. .VVaCi- t-ff h‘! IP 

K « f s normal, abnemia?, ^'sbnsmtr.! 

£. Or?riuls-! toristrt'*» : sr.'Tccly d'clmm;? 

r». Oit*. i''-!-Su'tT5-''> ; ilsTSTio^ : rbclinmc 

4. Kytile’-.r t of .......yicsr ye.sr... 

5. Trs P ; 5'my^r>v4ttsr, dev’.tr.irf. m*liK;s!y, ftot kr.rram. * 

Jt, : ir.fTerin;r. rtitioasn-, em*. Itiovru. 


, .war 
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APPENDIX II — eontinved. 

List or Keys {p. 247-266) 

1. Key to General Individual Schedule 

2. List of Diseases for cause of death and sickness 

3. Key to Nutritional Assessment Schedule 

4. Key to Addendum for School Child 

5. Key to Patient Schedule 

6. Key to Ilomo Visiting Schedule in connection with cases of infections diseases 

7. Key to Family Schedule 

8. Key to Sanitary Assessment of House 

9. Key to Students’ Survey School Schedule 

10. Key to Schedule for the Sanitaiy Survoj* of Village 

ALL INDIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH, CALCUTTA. 

ISSTHIJCTIONS TO SuKVEY PARTIES. 

1. Outdoor hours 8 to 12 and 2 to 5 including travelling. If alteration is desired 
previous sanction must bo obtained. 

2. Weekly Report for work ended Saturdays must be despatched to reach this office 
on Monday mornings on prescribed form. This will bo separate for the Demonstrator 
and for Sanitary Lispeotor. 

3. The work must be planned for the whole period and a time table made. Weekly 
excess or deficiency should be show n in the report. 

4. The weekly report will also show the programme for the ensuing week and indieate 
the remarks when deviation from the normal programme has been mode wilh reasons 
why. 

5. Any inquisition for schedules, stationcri' and other requisites should be sent ad- 
dressed to the Professor giving one weeks notice. 

6. Please note the address and the time of return on a board so placed at the qunrtcra 
ns to bo clearly visible from outside, when going out of the quarters whether an ofiicial 
or unofficial business. 

7. Sunday w'ill be a holiday provided the party is not behind the scheduled time in its 
work. One may leave station on that day without specific permission if the above condi- 
tion is satisfied. 

No other holidsiys will be permitted unless so notified. Leave can onlj' be availed of 
after receipt of sanction. Grant of leave may bo conditional. 

8. Clinical material and schedules should be submitted ns soon as collected or completed 
(without awaiting the laboratorj" results). Tliej' should bo accompanied by the respective 
peon boolcs for recording receipts. Correspondence register is also provided which should 
bo kept posted up to date. 

9. A stock register should bo kept. 

10. It ivill be useful to send in writings any observation of interest made but not specifi- 
cally included in the schedules. 

11. The population of the four Union Boards is over 60,000. It is not possible to 
collect all the infonnation concerning the whole population. A system of sampling has 
therefore been desired as follows; 

A. Sample. 

This contains 10,000 population in families distributed in the four union 

hoards as below : — 

A. Sample. B. Sample. 

Singur 

Balarambati ........ 

Bora ......... 

Begampur . . ...... ' 

B. Such sample contains populations in families as shown above. 

The folloiring schedules must be filled for B. Such sample but one must aim at 
collecting infonnation for A sample. 

1. General Individual schedule for all. 

2. Women 15 -t- groups (or married women) 
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3. lofaat. 

4. Preschool. 

5. School. 

6. Family. 

Sample. 

This contain population in .families distributed in the four Union 

Poards as belorr : — 

Singur. 

Balaiambati. 

Bora. 

Begampur. 

This sample is for the collection of clinical material (for patients there is no restriction 


to sampling). 


Serial No. 

Token No. 

Union Board. 

Investigator. 

Nature of Sample 


Collection Date 

Time. 

Result. 



Signature. 

Date. 


This 'will be in duplicate. It will be prepared at the time of distiibution of flogs or 
container for the individual. Token is tied to the flags in case of stools or to the container 
in case of other clinical material. After collection one copy will be pasted on the bottle 
or container and token removed. The other will accompany the sample to the labomtoiy 
for filling in the result and return. After noting the result in an appropriate schedule the 
original will be submitted to the Professor, 


Gehebal Instbuctiomb. 


' 1. For the survey the following field equipment should be carried ; 
(o) Measuring tape. 

{b) Weighing machine. 

(c) Calipers for hip measurement. 

(d) Talquist’s haemoglobinometer. 

(c) Clinical material collection forms. 


(/) Slides. 

(g) Identification sticks for collection of stools. 

(h) Eeceptacles for collection of stools. 

(i) ICit for Mantoux test. 

(j) Grip measurement instrument. 

(fc) Diary. 

2. In the pieparation of blood films prepare both thin and thick films. 

3. Definitions of common terms. 

Age-means completed years of life unless otherwise mentioned. 

Famvly-is defined as a unit having a common kitchen. 

f ‘ one month’, etc., a fi.ved .^tartini 

^ the beginning of the survey should be used throughou 
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ALL INDIA INSTITUTE OP HYGIENE & PUBLIC HEALTH, CALCUTTA. 
PiBST Stovey or SiKomi Health Cestee. 


Key io General Individual Sehedvh. 

1. Week ending Saturday, the first week counts from the beginning of tho survey. 

2. Pamily number or individual serial number os any other serial number once fixed 
remains constant for all the schedules in -which the item is recorded. 

3. There are six groups into which residential status may be classified. These are ; 


Group I 

Group n 
Group in 
Group 

Group V 
Group VI 


belonging to tlio Normally resident Presence at the time of 


village. 

Do. . . Do. . 

Do. . . Not Do. . 

Do. . . Not Do. . 

Visitors 
Do . 


survey. 

. Absent. 

. Present. 

. Absent but visited during 
the year. 

Present 

Absent but visited during 
the year. 


Visitors include married daughters and their children normally living separately 
with their own families. 


4. ‘ Year ’ -when appended within brackets to any item refers to the last twelve months 
prior io tlie date of commencement of the survey. Mark the actual period of stay dia- 
gramatically in the space provided by two distinct verticiil lines and shade the intervening 
apace. If tho period is broken show each period similarly. 

5. Since it is intended to obtain information about the exact ago in years continue 
markings in columns 17 and 18. Thus if an individual is 12 years of age i.e,, ho has com- 
pleted 12 years but not 13, circle 3 of column 17 and 3 of column 18. 

6. This infonnat ion is required for infants only. However appropriate numbers should 
also be circled in columns 17 and 18 for infants also. 


7. It is not always easy to difrorentiate between an ocoosional user and an addict but 
a brood distinction is that the former can give up the habit without suffering from 
subicctivc or objective symptoms. 

8. Liberal profession includes education, ecclesiastical, medicine, law cngmeciing, 
administration (exclusive of inferior services). 


9. For purposes of nutritional investigation. 

Example to guide classification : — 

Light work . . Domestic work, clerical work, tailoring, shopkccoping, 

teaching. 

Moderate . . Ordinary agricultural operations including ploughing. 

. Hard . . . Saiving of wood. 

Very hard work . Digging and sports. 

10. Wage earner is one who would he normally expected to maintain the famiiv 

■whether actually earning or not. - ' 


11. A ‘ literate ’ can just read and wiite a letter in anyone language. 

12. By intellectual leadership is meant the quality of a man which enables him to uigo 
people to desirable typo of action by virtue of argument, example or peisonalitsL Only 
-those who distinctly stand out amongst others may bo included amongst tho leaders. ^ 

13. Mention only such sickness as has oecurred in tho village. 


14. Tho Chn-aiological order in which sickness relating to tho disease occurred. ' 

16. The period of sickness may not bo'easily defined but it may be taken aa tho Icnirth 
of time when the range of his aotivitics become so restricted ns to prevent him from nor 
forming essential duties. The period of sickness should he marked on the diagram loforred 
-to m 4 above by horizontal lines. The lino for each sickness should be identifiable 



10. Thi . ri'n'r- ('> llv' viMtt piid tin- "t ilT of tlio PttliH*’ IKiUh 

nicnl. 

17. If tln' ji T'iDi liir! i.tilftTi'd for iiion* timn fwo rliM-n'.-i durin;: tin* year cirrly 12 
of roliiinn .\o. .'U niiil «n(tr p.jrl'ctiinri for th'' third di'-'M'"' in tho pjnro jimvitlfd. Xo 
coliitiit) inimln r- nn* >'ivj n. lii'rauM- thi-t inforiinlion i>‘ nf>t int<'n<l''d to iw n^),al^>-^l nt"cha- 
nii-aily. 

1^. t‘oiit.o’1 fhiriiiL' l!i<’ I lit 11 Timnih*. |irii>r to dn'f on ihi' ,«rlirdiil • only to In' rrennh'd. 

I'.i. CIo'-i* if he .'iliendi on the pilieiif or jiny'i in the •iini- hint'”. 

2it. The vj'tem of 111 irkins height forr<>t to J'n'td of ttvlidit* rorrert fo 1 
11). fiillo«*t the prineijili- l•nullle^.'ltl■d in <otinettioti v.ilh ny-'. In eitle'r cn*.” both the 
f'rotij'i eolnmti nnd th” t «1> tlivi .ion eolniim » honid Iw rirel- d. Tine- if in the caii of height 
No. (1 in til” {'roup (ohinni .ind no. t in th- •■uh-divi~ion eutnnin .ir” eiroM th” v.^hte it 
21) 0. tliiit i. to .<1.13 It i' 21) *1 or nithin * im h inorx thnn 2fi. 

Sitnilnrlj in tli” e.mi. of wi-eyliln nlien No. 10 in tie* group eoliinin nnd Xo. 11 Ji; '.he 
I nh-dui'icn colniim*- tin timri.tti the nilii' 17 or iiji to n Ih rtlon-. 

21. U'e llnit.ilion einer-'liji ne-tho'l, 

22. Kx iiiiiii” Ixith thuU .and thin fdin.'. 


.\M, INDI.V INNTrnJTK Dl* HVtJinXH A PlTlIilf UKAi/I'lI. 


u) ili-it'" for ** t’lJ"' ■ oj l> n'h ” nil f Siei 1. 
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t'.il.ar.Kl. 

31 

0 

.'Ifriiliislin (.V), (CfMbr*- 

12 

1 :! 

1 

1 

( filrl.iMi lNi\. (N), 

”2 


'|,lii.nl). 

.MrrI.al <ll*onlfr. 

ClioIiM. (.V). 



a; 



H 

1.'.7, 

(*tiiit!i.iiltnl ilrlilllty matfor- 



Mump*. (XI. 


1 

iinitliiiis, I’tr, 

34 

Hr 

15 

10 


Dciicso. 

a.*. 

i'.in-2 

XciptirltW A oll'ff ilt'Ci'O »r 

iirliinri x}>lrin. 

r.i 

1 DUbMi'-*, 

:m 

»(i-a, ^"1-7 

17 

JforviHH p\Mpiu — Other 

27 

Ularrlmii.w A 11} .riiU ry. (X). 
Amociilr baclllnrv ntlii'r>. 

of. 




18 

10 

111 

8D 

1 

DJilliOlPrJn, (N). 

37 

a,s 

2.' 

a 

niilitli.aliiila XroiKitorum. 

I’bcuc IS). (l)ubonlc, rep. 

3-.ir (]l<)onHr4 A Aiilrtiiu, 


tlraciiilc aao pnoiimoiilc). 

•’0 

20(l«2 

1t|ildciiilc Droiny. 

30 

107,1(1'*, too 

I’licniiioiiliix. (X). (Broncho* 

tl 

88 

IJyo otlier of* 

pnoutnoiila. iiOhar I’neunioniji 
\h\«i'cc Wtd). 
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JAsl of diseattfor *’Qausea of Death" and Sickness — contda 


Instt- 



Instl- 



tat« 

Interna* 


tuto 

Interna- 


CoSo 

tional 

Kamc of the Disease, 

Code 

tlonnl 

Kama of the Disease. 

ITos. 

Code ITos. 


Nos. 

Code ITos. 


40 

77-0 

Pohlonlng, (Alcoholism, others). 

65 

5 

Undalant Pever, 

41 

140 144, 

147*8, 142-3, 

Pregnanojr & Chlldbrlth diseases 
of. 

66 

32 

Yaws. 

Other diseases due to Hel- 


146 146, 

67 

42 


140, 160. 



mlntlis. 

42 

150 

Prematurity. 

63 

7,11,24,20, 

Other Infcctlvo parasitic diseases 

43 

1476 


37. 44. 

(Specify). 

jfon-mallgnani tnmonrs. 

Puerperal ferers. 

60 

66 

44 

386 

Dahles. 


70 

67 

Tumours of uadotormlned nature 

Diseases of endocrine glands. 

45 

31 

1 Dclapslng fever. (H). 

71 

02-00 

46 

58, 60 

Dhensnaile conditions. 


Scurvy. 



72 

07 

47 

164-160 

Blclieta (Diseases of the hons). 

73 

00 

Pellagra. 

48 

161-3 

Seablcs, 




40 

162 

SenUlty. 

74 

71 

Other vitamin deflclenoy diseases . 

50 

151-8 

Skin — Other diseases of. 

76 

78 

Anaemias. 

61 

84 

Bmall-pos (H). 

76 

06-103 

Other diseases of Clrenlatocy 
System. 

52 

l&O-OS 

Snake-bite d; bites of other irlld 





animals. 

77 

106 

Bronchitis. 

63 

72, 74, 76 

Spleen <b blood — dlscaso of. 

78 

104, 106, 

Other respiratory disease. 




110-114. 


64 

163, 164 

Bueldo. 

79 

117 

Ulcer of tho Stomach or Duo- 

56 

12 

Xetanvs. 


denum. 

60 

1160(1,2 

(throat diseases Incindfng ton- 

80 

110, 120 

Enteritis and Dlntihoca. 


or 3], 

SlUltlS. 



Appendicitis. 




81 

121 

67 

88 

(trachoma. 

82 

112 

Hernia. 

58 

18 

(tobercolasls of respiratory sys- 
- tem. (N). 

116, 110, 

Other diseases of tho digestive 


82 

60 

14-22 

Tubereolosls other than 


118, 123, 

system. 

respiratory. (K). 


128-0. 


60 

1 £ 2 

Typhoid & paratyphoid fevers 
(H)— Specify, 

84 

133-0 

Honvcncrcal diseases of the 
gonlto-utlnnry ayatom. 

01 

SO 

Typhus fevers (S), 




66 

105-8 

Homicide. 

62 

SO 

Tcncreal diseases. 

86 

100-08 

Other external causes (Hatnro 

63 

' 0 

Whooping cough. 


' to specify). 

64 

112 

Asthma. 

87 

19 6,200 

Other llldoflncd causes. 
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Kk7 ho the NtTnanoKAE Assbssuebt Sc!mn>Ei.St' 


Eyes. 

(a) ConjunoliTar— 

( 1 ) Jfoisl or dry (A).‘ 

0— Hormal Glistening witli a oertaia amounb’oF moistnro. 

1— SligttJy 

2— ConjunotiTA dry and even getting 'wrinklod. 

3— ConjnnofcivA very dry going even to xorophtholmiA and Bitot’s Spot. 

(2) Dkeolottralion (A). 

0 — Normal colour. 

1 — Slight discolouration of palpebral opening. 

2 — ^Modorato browning of tho whole oonjnnotivn. 

3 — ScTcro degree of discolonration different from janndioo. Earthy oolour 


(3) Discharge (A). 

t)— No diselmrgc. 

1 — Slight increase in moisture-— watering of eyes. 

Z—SUgbt mncopumlent diechaige at tho inner canthus. 

3— Purulent discharge at tho inner and outer canthus as well os along palpebn. 
(6) Cornea — 

(1) Moist or dry (A). 

0— Normal. 

1 — Slight dryness and diminished sensibility. 

2 — General haziness and diminished transparonoy. 

3 — Stage of ulceration. 

(2) Corneal Vaseularimlion (B2 — Riboflavin). 

0— No yaseularisation. 

1 — ^Vnsoularisation appearing in soloro-cotnoal junclaon. 

2 — Oiroum oomoal injection. 

3 — ^Keratitis or iritis following Tosoulnrisation. 

(c) Angle of tho eyes — 

(1) EMorialion (Bj— Riboflavin). 

0— Nil. 

1 — Slight OECoriation. 

3—Apparont excoriation. 

3 — ^Frankly excoriated. 

{A) Punctional defects — 


(1) NigU blindness (A). 


0— NU. 

1— Slight difficulty at night (cannot nndertoke finer work). 

2 — ^5Iovcs only with great difficulty. 

3 — Cannot move at night without assistance, 

N.B . — Esoinde other oyo diseases not associated with nutritional defects. 

(2) Photophobia (A & B2— Riboflavin). 

0— Nil. 1, 2, & 3— Presence of photophobia of different grades. 


Nose. 


(1) Mveous menibrane (A). 

0— -Moist normal. 

1 & 2 — Different degrees of dryness. 

3 — Chronie atrophic rhinitis.' > 


0— Nil. 

1— Watery disoharge. 

2 — ^Mucopurulent. 

3 — Purulent. 


(2) Discharge (A). 
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aionth. 

(a). Lips Oondilimu (Bj — ^Riboflarin) — 

(^Normal. 

1 — Dry and oraokod. 

2 — Angular stomatitis superficial. 

3 — Angular stomatitis more extended. 

(2) Tongw, 

(o) Physical condUfon — (i) Stic — (Bj— EiboflaTui)# 

■0— Normal, 

1 — Slightly swollen. 

2 — Swollen and indented. 

3 — Swelling with glcssitis of tip and margin. 

(ii) Colour (B| ^ 0). 

'0 — Normal. 

1 — ^Pale. 

2— Bed. 

3 — ^Eed and raw. 


(iii) Surface (B| & G). 

0 — ^Normal. 

1 — Bissuied. 

2 — Glcoration. 

2 — Smooth and glossy (papillae lost). 

(6) Edge (Bj— Niootinio acid) — 

0— Normal. 

1 — Slight denudation. 

2 — Deundod. 

2 — Ulcerated edge with salivation and stomatitis. 

(3) Cum and JHucous membrane. 

(a) Condition (0)— 

0 — ^Normal. 

1 — Bleeding on pressure (Spongy). 

2 — ^Franldy blooding. 

3— Bleeding & gingivitios and/or pyorrhoea. 

(4) Teeth. 

Time of denlifion (D) (for babies of 9 mouths and above) ~ 

0 — ^Within 9 months. 

1 — ^Within one year. 

2 — Within IJ year. 

3 — ^Within 2 years and after and other abnormalities. 
Condition (A, C & D) — 

0 — ^Normol. 

1 — Chalky appearance with ridges in the teeth. 


2 — Caries. 

3 — ^Destroyed by caries oomplotoly. 

Condition (A). 

Atrophy of enamel and dofootivo dentine — 
partly explaining pyorrhoea and even carries. 

Condition (C). ■ , 

Associated. with spongy gums, . 


Throat. 

(а) Condition (A) — . ■ • 

0— Normal. 

1 — ^Enlarged up to pillars of fauces, 

2— Enlarged beyond the pillars df^uces. • ’ ' 

3 — ^Enlarged and crypts with infections and sooondoryofreots (Involvement of glands). 

(б) Adenoids ; Presence (A)— ’ . V ' 

0 — Absent' - • . ■i’'' 

1— Enlarged^ght. 

2— Moderate emrgement. 

3— I^rgemont — adenitis loading to unoniJi breathing.- , 
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Throat— conJd. , , a • » 

(c) Voice: ffVmtre-CVitaimii A deficienoy-hormonal > dncHeBs gland defioieney) 

0 — Normal. 

1— Change of normal tone. 

2 — Dry and hacking. 

3— Broken and hoarse. ] 

Ear. 

Discharge (A) — 

0 — ^No ^Bcharge. 

1 — Mucus disc^rge. 

2 — Mucopurulent discharge. 

3 — ^Pamlent discharge (chronic).^ 

Eair. 

(o) Quantity (A) — 

0— Normal. 

1— Thin. 

2 — Very thin. 

3 — ^Baldness. 

(6) Appearance (A) — 

0— Normal lustre. 

1 — ^Slight loss of lustre. 

2 — ^Discoloured. 

3 — ^Discoloured and dry. 

(e) Quality (A)— 

0— Normal. 

1 — ^Brittle (slight). 

2— Brittle, 

3— Split. 

Skin. 

(o) General appearance : (A)—] 

0— Normal lustre. 

1 — ^Loss of lustre. 

2 — ^Dty and rough. 

3— Hyperkeratosis, phienoderma. 

(6) Elasticiiy: (A) — 

0— Normal. 

1 — ^Diminished elasticity. 

2 — Just TvrinMed. 

3— Wrinkles and folding. 

(c) On face: (Bg— Niootenio acid)— 

0— Normal lustre. 

1 — ^DTyness and cracking. 

2 — Bi?ymmetrical pigmented patches or butterfly patches, 

3 — ^Pigmented or butterfly patches and excoriation. 

(d) On upper limb: (A and B,— Nicotinic arid)— 

0— Normal. 

1 — ^Bisymmetrical dermatitis. ^ 

2 — Bisymmetrical dermatitis ■with thickening and pigmentation. 

3 — ^Ph^oderma. (toad-sldn} ' 

(c) On the lower limb ; (A and B,— Nicotinic acid)— 

0— Normal. 

1 — Bisymmetrical dermatitis. 

2— Bisymmetrical dermatitis with thickening and pigmentation; 

3 — Phienoderma. (toad-skin). 

(/) On trunk— (A and Bj— Nicotinic acid)— 

0— Normal. 

1— Bisymmetrical dermatitis. . ...f. „ 

2 — Collar like pigmentation and dermatitis around the neck — ^bicynunetncal ^ (Casal s 

necklace), 

3— Phrenodetma (toad-skin). 

Adipose tissue — (to bo judged by the examination of the upjwt arm). 
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S Un— conftZ. 

(a) Seficienoy of fat— 

0 — ^Normal. 

1 — Slight defioient. 

2 — Deficient. 

3 — ^Very defioient. 

(6) Deficiency of ductless glands *(dg) — 

0 — ISTonnal. 

1 — Slight excess. 

2 — Excess. 

3 — ^Inoreased and excessive Erohlioh’s syndrone. 

’’’Mention dg if deficiency of dnotlesa gland. 

‘Oedema (Bj or Protein deficiency) — 

0 — No oedema. 

1 — Slight oedema on dependent parts. 

2 — Oedema on face and dependent parts. 

8 — ^General anasorea (as distingoished from heart and kidney diseases). 

Mitsdea : strength — 

0— Normal atireo^ib acrordirvy to ago and sox, 

1 — Weak mnsoles. 

' 2 — paresis. 

3 — ^Paralysis. 

Sones : (C & D) — 

0 — Normal. 

1 — Slight deformity. 

2 — Enlargement of the ends of the bones and deformity. 

3 — ^Rickety rosary, pigeon breast, bow legs, eto. 

^nngs. 

Adventitious sounds (A) — 

0 — Normal. 

1 — ^Few rhonchi and rales. 

2 — ^Moderated amount of rales and rhonchi. 

3 — Chronic bronohities. 

<lxOalatory system. 

(o) Heart — (i) Size (Bj). 

0 — Normal. 

1 — Apex just outside the nipple line. 

2 — ^Moderate enlargement. 

3 — Gross enlargement with symptoms. 

(ii) Rhythm (Bj). 

cQ — Normal. 

1 — Arrytlimia. 

2 — ^Palpitation and irregularify. 

3 — Dropped beats and irregularity. 

(iii) Sound (Te). 

*0 — Normal. 

1 — ^Haemic murmur slight. 

2 — ^Haemic murmur definite. 

3 — ^Definite regurgitation. 

Blood vessels and oraillaiies. 

• (o) Resistance (C) — 

0 — Normal. 

1 — Cleaves a faint red mark on soratching fo^ a short while. ' 

2 — Leaves a definite red mark on scratch. 

3 — Tacho oorebrale. 

(b) Anaemia (Fe) — 

0 — No anaemia (85 % & above). 

1 — Slight anaemia (70-86%). 

, 2 — ^Moderate anaemia (60-70%). 

3 — Gross anaemia (less than 60%).' 

to obvious causes, ouch asreoent attack of malaria hookworm. 
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Alimentaiy System. 

Appetite : Anorexia (Bi)— 

^Normal. 

1— Slight anorexia. 

2— Anorexia. 

3— Anorexia ■with naneca or vomiting. 

Borrel movement ; 

(1) Diarrhoea (Bj-complex) — 

0— Motions 1 — 2 times. 

1 — Motions 2 — i times. 

2— Motions 4 — 5 times or sprue like. 

3 — lilotions more than C times or dofinito sprue. 

(2) Constipation (Bi)— 

0— Not constipated. 

1 — Sh'ght constipation (stools hard & once a day or alternate days). 

2— Motion once in 2 or 3 days. 

3 — 'Motion once in more than 3 days, and sometimes not without laxatives. 
Kervons System. 

(1) Deep tendorncss (Bj) — 

0 — Normal. 

1 — SDght. 

2 — ^modorato. 

3— severe. 

(2) Sensation (B^) — 

(i— Normal. 

1 — Slight loss or exaggeration. 

2— Parncsthesin or tingling. 

3 — ^Pnin or loss or sensation. 

General Constitation. 

Budd— 

0 — ^Expected normal. 

1 — ^Lower than expected normal. 

2 — ^Poor. 

3 — ^^'ory poor. 

GKAnns or Vitamut as® Mutniut DEncoxKoiES. 

(Orades — ^normal, slight, moderate & marked.) 

Vitamin A Deficiency. 

Slight — A score of 1 for a fow of the following organs of the hodj*, viz., eyes (conjunc- 
tiva, cornea, oto.) ears, nose and throat, hair, skin and lungs. 

Moderate — A score of 2 for a few of the ahove organs and partieularly eye, don and 
throat. 

Marked — A score of 3 for a few of the above organs or even one organ like eye (s.g«. 
Xerophthalmia or Bittot’s spot) or skin (c.p.. Hyperkeratosis, Phrenoderma, 
dermatitis, etc.). , 

Note — Aay oomhination of scores of 1, 2 and 3 for different organs, mentioned abov® 
indicating in each ease a certain clinical State given in the key, may be enootmtered. In snoh 
eases the grade of defioienoy should bo judged by interpolatiou. 

Vitamin Bi Deficiency. . 

‘t^*4*** t 

Slight— A score o£l for a few of the foUowing system or organs, u*'®.. Bowels 

constipation, etc.}, Heart (size and rhythm) and nervous system (deep tender 
ness and sensatiim) in absence of obvious causes of other known diseases. 

Moderate ^A 'Score of 2 for a few of the above organs in absence of obvious causes o 
other teown diseases. ' 

Marked— A score of 3 for a few or even one (e.ff,, oedema or cardiac, palpitation 
^station or nenritis) of the organs in absence of obvious causes of oth. 
Known diseases. • 
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NoTB.'^Any combination of bootcs of.l,'2-and 3 for diffcront organs mentioned above indicate 
Sng in eaob case a certain clinical state given in tbe key, may be cnconntered. In such cnee 
tke grade of defioienoy sbonld bo jndged interpolation. 

Vitamin Bomples (Riboflavin Bg) Deficiency. 

Slight — A score of 1 for a few of the following organs, viz., eye (appearing comcnl 
vasonlarisation & excoriation, photophobia), Ups, tonguo (size, colour, surface) 
diarrhoea. 

Moderate — A score of 2 for a few or oven one (e.g., comeal vascularisation, oxcorintio® 
of eye — or angular stomatitics and ulcerated tongue) of the above organs. 
Marked — A score of 3 for a few or even one of the organs mentioned in case of moderate 
deficiency. 

Noxn. — ^Any combination of scores of 1, 2 and 3 for different organs mentioned above in- 
dicating in each case certain clinical state given in the key may be encountered. In such cases, 
the grade of defioienoy should be judged by interpolation. 

Vitamin Bj Complex (Nicotinic acid, B 4 ) Deficiency. 

Slight — A score of 1 for skin of face and or limbs and trunk and edge of tonguo. 
Moderate — ^A score of 2 or any combination of 1 and 2 for the above organs. 

Marked — A score of 3 or any combination of 1, 2 and 3 for the above organs. 

Vitamin 0 Deficiency. 

Slight — A score of 1 for colour and surface of tongue, conditions of teeth, bones, 
blood vessels & capiUazies associated with 1 for gum and mucus membrane. 
Moderate — A score of 1 or 2 for colour and surface of tonguo and/or for conditions of 
teeth, bones, blood vessels & capillaries associated with a score of 2 for gum and 
mucus membrane. 

Marked — ^A score of 1, 2 or 3 for surface and colour of tongue, conditions of teeth, 
bones and blood vessels & capillaries and a score of 3 for gum and mucus 
membrane. 

Vitamin D Deficiency. 

Slight — A score of 1 for teeth (time of dentition and condition) and bones. 

Moderate — A score of 2 for the above organs. 

Marked — A score of 3 or of any combination of 1, 2 and 3 of the above organs. 

Be Deficiency. 

Slight — A score of 1 for anaemia and heart sound. 

Moderate — A score of 3 or of any combination of I, 2 and 3 for anaemia and heart 
sound. 

General Constitution. 


Grades based on height, weight and general-built (Exclude conditions due to im- 
mediate acute or chronic illness and probable genetic origin). 
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Key to AxtoEiiDTru foe Soeooii ChujO. 

1. In case of oliildren not residing iiritimi the boundaries of the “ Health Centre ” but 
attending sohool located in the centre gire name instead of serial Ko., name of the head 
of the family instead of JPamily No., and name of the village and Union Board in place of 
their code number. 

2. Note exact number of years in case of children under 5 and 15 years of age. 

3. Note the name of the village, also if the school is located outside the “ Health 
Centre ” area. 

4. Due to infectious diseases, as given in this addendum, in No. of days. 

6. (a) Knowledge of germ theory — ^take typhoid or any other common diseases for 
questioning. 

(5) Take iiy or mosquito as example, enquire about life history and diseases carried. 

(c) Aioortain knowledge regarding measures for prevention of contamination of water 
and protection from flies. 

(d) Well management. 

(e) Advantage of milk as food for growing children. 

(/) Alvantages of exercise in oxygenation of blood and development of muscles and 
bones. 

Note.— T he assessment is in terms of Yes & No,, according to the judgement of th® 
investigator who should pay special attention to essential knowledge in relation to health 
without caring for b,i tual details. Thus for instance in regard to life history of mosquito the 
essential knowledge is that it breeds in water and that as a rule mosquitoes breeding in dirty 
waters are not malaria carriers. 

6. (a) Regularity of evacuation habits. 

(6) Using brush, paste, powder or other means for oleaning teeth. 

(c) Bath— usually daily and daily change of clothes. 

(d) Regularity. 

(e) Outdoor games at least 2 hours a day. 

(/) Correct posture and direction and intensity of light. 

(g) Clean or not. 

(A) Combing of hair, wearing clothes properly. 

(t) Satisfactory or unsatisfactory. 

(j) Yes or No. 

(k) Yes or No. 

7 . Note the activity in which the child takes part. 
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ALL INDIA INSTITUTE OF HYGIENE & PUBLIC HEALTH, CALCUTTA. 

First Survey Sinqur Heai/th Cbhtre, 

Xey to Patient'a Schedule. 

1. Note nature and duration, note also the date of drst Bjmptom. 

2. Note dates and cliief features : for the most recent illness and two previous to that. 

3. Note whether ambulatory or in bed, degree of prostration and faoics. 

4. Bespiration : number, type. 

5. Pulse rate — ^regularity, tension, nature. 

6. Normal, if abnormal note abnormalities. 

7. Heart — cardiac abnormality — apex heat, precardiac, dulness, bruit, response to 
exercise, others. 

8. Abdomen symptoms — To&osoa, gas, fluid, liver, spleen, stomach, colon, other 
viscera. 

9. Abnormalities. 

10. Beflexes (Imee jerk, etc.). Grip abnormalities. 

11. Abnormalities. 

12. Stools — ^noto daily motions, character accompanying pain. Besult of laboratoiy 
examination. 

13. Vomit — ^note number, character with or without wretching, result of laboratory 
■examination. 

14. Character — quantity and nature of sputum, laboratory result. 

16. Urine — trough quantity, abnormal constituents. 
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ALL INDIA INSTITUTE OF HYGIENE & I’UBLIC HEAL'IH, CALCUTTA. 
First Scrvry Sikovr llKAfni Crktre. 


Rc^ lo Vic Homo Visiting Schedule in connection tcilh casts of infectious diseases. 

1. This is meant for identiflention of the ease and fixation of responsibility. It, thcrO' 
foro, includes manager of hotel, Superintendent of hostel, etc. 

2. This information gives further idea of responsibility tonaids the patient. 

3. In multiple eases in tho family or establishment, add a number before the name 
to denote chronological order of the case. 


4. In sorao eases the first sjmptoms may be indefinite or the patient may not connect 
thorn vitb the present illness. In such cases information reganlinp the spccilic sj^mptoms 
which are known to bo assoointed with tlio di«ouse should be elicited. A correct estimate 
of the time when tho first symptoms commenced is important both in finding out tho source 
of infection and in making out tho contacts of the present ca'c. 

b. This information is also useful in working out the contacts. 

6. This is obtained from the clinical schedule. State whether the diagnosis is pro* 
habic, reasonably certain or definite. 

7. This may al.«o bo obtained from patients’ schedule. 

8. For this purpose obtain n list of notifiable diseases in the adininifttmtive arco. 

9. Although second attacks, in soino disoa*-es cannot be altogether excluded, they 
are very unhkolj' to occur. Eve^‘ attempt should bo made to ascertain whether the 
previous attack was of an allied diseaw* ns for in.stiineo n pnmtvphoid when dealing with 
a tyjjhoid ease, 

10. State innnber of doses received and information about the somco and nature of 
tho vacoinc employed, In ease tho cx{)eetcd reaction did not occur, tho fact should bo 
noted. Vaccination marks, their number, extent and foveation shonld be mentioned in 
smallpox eases, 

^ 11. Considerable amount of patience and tact is rcqiiircd for eliciting this informotion 
in some eases. Sotneiimes tbo obvious source of infection i.s not the real source. 

12. Tliis terra should include animal sources. 

13. For most diseases a period of one month will sufiicc, but in diseases of longer or 
sho^r incubation periods it may bo decreased or extended accordingly. This applies 
to food, drink, fniits and visitors. 

14. Histoiy of contact and disease shonld be elicited. State whether probable, recently 
certain or definite, if tho person is inarkod ns infectious. 

1 probable, reasonably certain or definite, together with the cvidcnco on 

wiuen tho opinion is baaed.' While every efibrt should bo made to ascertain the infeo* 
tiousiioss of these articles, one should hesitate to state unknown if no information on which 
an opmion can ho based is elicited. 


16. State ‘ yes ’ if all meals are regularly taken at home. 

17. Tliis information relates to meals taken out by those otlionrise tnVing food at 
nxea places. Picnioks, feasts, etc., are of importance and in such eases information about 
me state ot health of those who shared tho food should bo obtained. 

18. Slate plooe ond inquire into any siok-noss omongst those eating at the same place. 

19. Should include anything eaten without fresh cooking, e.g. in cream, brood, etc. 

measures taken to control and to 
^vent venrun of disease etc., m case of carriers of the diseast , is to be obtained and re- 


difleLwSasM^^ThOT?^^^^ of disease varies greatly in 

„„ u ^ luiornianons are of great value ui tracing contacts, 

is of W.C. or privy and the way it 

should also be paid to kitchen Earbac^™*iw”® 

rooms, etc., should also bo insneS accommodation, sleeping 

00 inspected and appropriate notes made. 
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23. It is not possible to set stnndards of cleanliness but a qualified doctor ought to b®~ 
able to form a judgement according to a more or Joss agreed but ummtten standard fo'” 
such abodes. Note xrbnt improvements, if any, can be made and how they could bo 
affeoted 

24. Tho nature and degree of isolation required varies with disen.scs. Taking this 
fact into consideration a judgement should be formed ns to whether it is satisfactory, - 
possible or unsatisfactorj'. In latter ease statement should bo made as to whether 
improvement can bo affected under tho circumstanecs, the difficnltics, if any should 
be noted and recommendations made. 

25 . This is a matter of greatest importance and a great deal can be done ovon in tho 
lowliest houses, hfoto should also bo made if disinfectant is used and whether or not 
it is satisfactory. Tho means of affecting improvement should bo investigated and 
recommendations made. 

26. State whether sufUcicnt caro was being taken by the attendants to ovoid carrying 
infeotion to other members of the family or outsiders. In caso of relation attendants note 
specially if ho or she is cooking or handling other peoples food in tho house or outsiders. 
For professional nurses note whether qualified or not. 

27. This information is required to estimate suscoptiblc contacts and to ascertain 
what, if any precautions are being taken to protect them. Bccommcndations for further 
measures shoidd ho made. In case of smallpox specie 1 mention should he made of vaccina- 
tion of contacts and for this pnrposc a note regarding cxiicrimental contact should ho 
inserted. 

28. FToto should also ho made of the attempt on the part of the health authoriticB 
for ascertainment. 

29. This is partially covered by collection and disposal of excrcmental matter and 
of utensils. Any extra information available should bo noted. 

30. Mention should be made whether adequate means have boon taken or can bo taken 
and whether municipal facilities are available for tho purpose. If concurrent dis- 
infection and proper nursing have been adopted terminal disinfection is of little valno. 

31. Tliis is to include additional preventive measures adapted or possible which have 
not already been stated. Make your recommendations. 

32. Ignorance is a relative term both with regard to degree and land. Sometimes •- 
otherwise well-informed persons are ignorant of aetiology of certain diseases and to that 
extent they belong to almost the same category as others, in respect to that disease. 

33. By rcBponsivcncES is meant an estimate of willingness to give the required informa- 
tion, to accept the advice tendered and to attempt action on tho lines suggested or agreed.. 

34. This information should bo of value in organising campaign against the disease.. 
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ALL INDIA JNSriTUIE OF HyOIENE k PUBLIC HEALTH CALCUTTA. 

FmsT SaBvrv Sisocn Heaith Cestbe. 

Key to the family schedule. 

”} Family is dofinod as a unit having a common kitohon. Note vrhether Iho family is 
singlo, joint or mtiUi. A family mil be con-sidcred singlo when it consists of hushandi 
wife and minors ; joint, if it eoniists besides these, of some other members closely related 
to each other and multi, when there are some members uiirclnted or not closely related. 

Human notion, whether in response to external stimuli or activated from within is 
determined by a number of complicated factors and processes and any accurate analysis 
of a man’s behaviour is liardly possible in a general survey. When it is desired to ascertain 
the behaviour of a group of individuals constituting a family, tho problem becomes still 
more complicated. However, to make any headway with a cocial programme it is of 
utmost importance to probe, even though suporfioially, into their psychology. The items 
noted in tho schedule aro of a restricted n.aturo and it is hoped that by a series of tact- 
fully directed questions tho investigator would be able to form a fair judgement of tho 
likely family behaviour in some of the important hs.il(h matters. It is only intended to 
note the predominant disposition as no ono is purely rational or otherwise.* 

Fooi . — Man usually selects by the process of trial and error extending over generations 
tho right typo of food available in his circumstances. Just ns science has progressively 
oxtondod the choice of available food, ii has also provided an intelligent guide in satisfying 
physiological needs. This knowledge is ossonlially simple and should be easily disseminated 
but in regard to behaviour his habit, custom, tradition and prejudices come in tho way. 
At any rate the investigator should be able to judge whether the light of newer knowledge 
of nutrition is beginning to enlighten thought and behaviour in supcrcossion of tradition 
and prejudice. Thus for instance a man with knowledge may not select the correct article 
of food when both tho right and tho wrong types of food arc available or they oonid bo 
hypothctioally made available. Aotual examples will readily suggest themselves to an 
intelligeat investigator going through the food habits of a community. 

PrcMulion and cure of diecase , — ^Tho general remarks made in canneotion with food 
also apply to tho present item but the classification is perhaps simpler and easier bccansc 
of tho historical ovolution of epidemiological thought. Difiiculty might be experienced 
on account of greater diversity amongst tho ideas fo members of a family or in respect of 
diSoront diseases. In any caso the general conclusion as regards the probable ideas and 
bohaviour of the family as a unit in respect of two or three common diseases may bo 
noted. 


Community Sense , — It is generally boliovcd with soino justification that we in this 
• country suffer from lack of community sense whatever our individual merits may be. This 
•is frequently illustrated in internal cleanliness of huts and insanitary condition of tho 
Burroundings. It is so forgotten that in matters of communicable diseases at any rate, 
the welfare of the neighbour is as essential as one’s orvn if sickness is to bo reduced to 
tho minimum. Besides the example given information about the various social activitie 
-of tho community may bo gathered, to help in formnlating an opinion. 


From tho point of social Avelfare wo are essentially interested in two aspects of family 
budget, viz,, (a) the level of expenditure on food and other articles of consumption and 
(b) economic atobility of tho family,(.c., whether the stated level of expenditure can be 
maintoined or improved or othorwse. In oaloiilnting tho index of prosperity, therefore 
' first classify tho families with regard to per capita expenditure on the consumption side. 
Note three graphs representing roughly the upper, tho middle and tho lower thirds of tho 
rpopulation and then sub^vide each grade with live groups according to the stability of 
their position. TMs is determined by the sign and amount of tho balance between 
. average income and cx^ndituro in relation to the average income. Group A represents 

0^16 per or more. Group B represnts families with a 
flpliifc lialnneo tn tiiA * ^ Group C are included the families with a credit or 

Band E groups represent 

-lamilieanpto 16 per cent, and above debit balance respectivelyT ^ ^ represens 
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It has been the general experience that for various reasons people are very shy about- 
giving the details of their income. This is particularly so -with rural population. A 
right approach to obtaining information about income is necessary if even approximately 
correct data are to be collected. The usual sources of income are sale or use of marhet- 
able commodities, -wages in cash or kind income from profession or service, income from 
business, income from property, interest on loans and consideration in cash or kind for 
religious and their performances. The total income of the family should include the 
contributions received from- members of the family carrying on business or serving outside 
the village. Keeping those items in mind one should carefully frame his questions to 
gather the information. The reason why the items of income do not appear in the schedule' 
is to avoid direct questioning which antagonises the person concerned. 
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-A'LL' INDIA INSTITUTE OF HYGIENE & PUBLIC HEALTH; CALCUTTA. 

Fibst SaBVEV SufOim Health Cknthe. 

Ketf to the Sanitary Aascsammt of Jiouse. 

1. This doo.') not include infnlits, the number sliould be stated separately in bracket*. 

2. Children include person.^ up to 10 years of age including infants. 

3. Docs not include the cost of land. 

4. Passage on Arhicli vehicular traffic is carried on. 

5. Good it it cflicicntly serves its purpose during heavy rain, lair if it docs so vrithin 
'4in hour of henvj’ rain and bad if it fails to do so during the rains and at other times. 

6. For side and rear spaces the width is to be measured only if ventilation is obtained 
on that side. Do not make any entries but jnit a cross mark if no window is placed on 
a side. 

7. Small, such as, cowdung cake or small collection of refuse ; medium size, such as 
latrines, refuse deposits and other rotting materials ; large, such ns single manure heap 
extensive, when the area includes manure heaps, stables and piggeries. 

8. Weedy — up to flOO sq. ft ; rank vegetation — l,000.«q.ft. ; jungle — more than 1,000 
sq. ft. 

9. Good — if water is removed within 15 minutes after heavy rains ; inadcquatc-~if the 
water is removed within half an hour or so ; poor — if it takes long time to drain or remains 
w-ater-logged ; not drninod~wlion it remains under water during heavy rains. 

10. For calculation of average space per jieraon ignore infants and count a cliild as a 
half person. 

11. On entering in the early morning ventilation is good if air i.s fre.sh ; inadequate if 
not quite fresh and poor if actually uncomfortable (clicck it up with Katathcrmomotcr). 

12. Adequate, if on a clear day one hour after sunrise or one hour before sun set a news 
paper like the “ Statesman ” can bo easily read in a corner remotest from openings ; it 
18 inadequate if it can ho read only in certain parts of the room and poor if cannot be read 
easily. 

13. Flooding of floor relates to normal rain 5 ' season and is to bo obtained by enquiries 
and partially judged from observations. 

14. The premises are clean when there is no rubbish, things are arranged in orderly 
manner floor and walls are rendered with suitable material and dusting and sweeping arc 
done regularly once or twice a day. They are moderately clean wlicii a lower standard of 
the above requirements arc nclilovcd ; dirty when xmtrescible matter is l^ing about which 
include discharge from bowels, nose and throat. 

16. Look for rat holes and tracks. 

16. Relates to materials and condition of repair. 

17. For putrcsciblo material bear in mind the materials from Icitcliens, baths, etc. 

18. When there is no stagnation the drain satisfactory. 

19. Storage or availability of water suiTicient in case of fire. Take into consideration 
the material of construction and the environment. 

20. Controlled when the droppings are not seen in the rooms. 
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INSTtTOrCB OF BtYOtENBife PtmiiTO^HBALTH, CALOOTTA. 

Key TO’SoHOOt. Sqbvey Schedule. 

1. Note Bcssion. 

2. Name of scliool. 

3. Tile, tin, tbntcli or concrete. 

4. Mud, cement, brick' or stone. 

5. Mud, brick, tin or mnd and bamboos. 

6. Yes or no. 

7. Good, fair'or bad. 

S. Adequate, inadequate or nil. 

9. Adequate or inadequate. It is adequate when the ratio of windo\r area to floor 
.space is 1 : 8 or more and the light comes from the loft and back or scholar's shoulder. 

10. Adequate or inadequate. It is just adequate when dry kata cooh’ng power is 3*4 
4ind wot kata cooling power is 8*2. 

11. Adequate or inadequate. It is adequate when there is at least 12 sq. ft. of spaco 
per scholar. 

12. Proper typo or not. They arc proper type when the seat is 2/7tb the height of the 
child. Note whether state of repair good, fair or bad. 

} 

13. Proper type or not. They are proper typo when the height of the desk is 3/7th to 
child’s height and the edge of the desk is 2' above the legs of the oliild. Note their 

■ state of repairs — good, fair or bad. 

14. Satisfactory, or not i.e., the mattoruTit ton on the board is satisfactorily ‘visible 
from all parts of room or not. Note also the state of repairs — ^good, fair or bad. 

14a. Note the distance. 

15. Adequate, not adequate or absent. It is adequate if there is 1 latrine per 70 
(boys. Standard may be reduced to 1 per 100 boys if separate urinal accommodation is 

provided at the rate of 10 per 100 children. In case of girls there should bo 1 latrine for 
30. 

16. State whether they arc properly maintained as regards cleanliness repair arid 
supervision. 

17. Yes or no. It is safe if unboiled water is unnccossiblo to children for drinking 
purposes. Water from deep protected tubc-wcUs is also safe. 

18. Satisfactory, unsatisfactory or nil. It is satisfactory f the vessel is regularly 
cleansed and the distribution is through a pipe, no one being allowed to dip a cup, etc., to 
‘ obtain water. 

19. Adequate or not. It is not possible to lay down any standard but local enquSy 
will elicit the required information. 

20. Note present or absent. ' ' 

% 

21. Investigator shall judge for himself if he considers disposal satisfactory or not in 
view of the instructions received from Professor of Sanitary Engineering. • '• ' 

22. Adoqu.ato, inadequate or nil. It is adequate if there is 7*6 sq. yd. of space pro- 
vided per scholar. . .... 

23. Satisfactory or not. 


•( 



AT,T. IKDIA IK&TITI:TE or HYGIEKE & PUBUO health, CALCUTTA. 
Key to Schedule ron S/Kiijiny Sojivet or the Villaoe. 


(a) Commumcntions good if rnihrny fitation, main road, ^atcr ^rny, post ond telegraph 
ofBco is 'n’itliin I mile from any part of tlio Tillage ; fair ii vitbin 2 miles from any part of 
tho village; poor otbenriso. 

Good by footpatli if the footpath goes to the village and is fit for occasional cart trafSe, 
fair if the path goes to the village but cannot be used by carta under any circumstances 

{&) For Built-up area : Approximate estimate u'ill be suiTicient, Clnssify good, fair or 
poor according ns the percentage of build-up area to total area is less than 40 per cent, 
less than BO per cent., or over respectively. 

(c) Slake nn appioxiinate estimate of area for parks and playgrounda. Classify good 
or fair according as tho percentage to total exceeds 1C or 10 and poor if it is less than 10 
per cent. 

(d) Ronds to be considered wide if the width is not less than the heights of the building 
abutting thereon. 

(c) Ribbon development is development onl}’ along the edges of o long road. 

(/) P stands for protected and U stands for unprotected. Note the number under 
each category in the space provided. 

Id) Satisfactory if there are tube ucIIp, wells or tops to supply drinking water at the 
rate of nt least 1 per SO people ; fair if they are enough to supply drinking water at the 
rate of at least 1 per 400 people ; poor othcm-isc. 

tSF 

(h) Satisfactory if 00 per cent, of the public and private wells arc protected ; fair 
if 70 per cent, of them aro protected ; poor othenrise. 

(f) Tenement houses ate attached houses of the poorer classes generally built in uniform 
style. 

(j) Good markets and p^o^^sion shops to be judged by clcanh’ncss and adequacy of 
supplies of vegetables, fruits, eggs, fish, meat, oils, and grains. 

(Ii) Lodging houses include Dliaramshallas that are well-maintained. 

(l) Refer to tho house sohcdulc and note the number of houses and cowsheds where 
breeding is present. 

(m) Refer to the table for larvas collection and give tho number of breeding places 
under different heads. Also mark on tho village mop the different breeding places accord* 
irig to tho following scheme : 

Permanent actual (-|-} 

Permanent potential ( — ) 

Temporary actual (0) 

Temporary potential (a) 


Add P, T, D. etc., after according os pond, tank, doha, oto. 

(n) State the first compilation authority and interval between dates of submission. , 


(o) Only those wbidi cause nuisance of smoke, odour or noire or poDute streams M 
ground water to be considered. Note the distance from the village in mUes. 

Growth of population normal if the rate of increase is within 1 per mille of the rate 

^ ascertain, if so, make no 
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APPENDIX ‘m’ (o) AKD (6) (P. 267) 

Xa) Mean monthly maximum and minimum temperature at Singur during 194:3. 
(b) Monthly rainfall at Singur, 1941-44. 

APPENDIX m. 

(a) 

Mean monthly maximum and minimum Temperatures at Singur during 194^1. 



Month. 


• V 



Average maxi- 
mum 

temperature. 

Average mini- 
mum 

temperature. 

-January . 



• 

• 


68'9 

65-5 

S'ebruary . 



• 

• 


66-5 

62-9 

March 




• 


70-8 

66-0 

April 




* 


n-3 

72-4 

May 






D6-7 

78-0 

-Juno 




« 


- 921 

77-4 

July 





• 

S 6-6 

77-0 

August . 





» 

88-4 

77-1 

'September 




• 

• 

680 

7G-6 

'October . 



• 



89-7 

72-4 - 

, November 






• 86-3 

65‘8 

. December 

• • • • 



• 


• 80-7 
« 

54-1 


( 6 ) 


Monthly JRainfall at Singur 1941-1944. 








Bainfall in inches. 







1941. 

1942. 

1943. 

1944. 

January 

• • • 




1-49 

nil 

1-62 

. ,3-36 

February . 

• « a 




nil 

0-27 

1-42 

^larch 

• e • 




nil 

0-26 

0-76 

.. / 1.73 a 

April . 





2-34 

0-92 

.9-73 < 

i!»M7 

ilny 





2-61 

2-23 

2-91 

1-37 

2-76 

June . 





18-49 

9-76 

3-45 

•July . 





2318 

9-15 

17-7 

12-24 ■ 

August 




• 

18-67 

10-97 

12-67 

_ l-O'-OS 
-8-7 

•September . 
'October . 

• • 



a 

9-7 

12-4 

4-9 ■* 

• a 



a 

6-61 

7-24 

4-23 ^ 

3-66 

November . 





h-4Z 

0-0.5 

nil 

.. nil 

December . 

• a 

• 



nil 

1 

nil 

nil 




Totai. ■ 

• 


mg 

■81 

BO-43 

















APPENDIX (IV) (PP. 270—271). 

(o) Bengal Village Chowkidar’s Hath-Chitha of Births. 

(6) Bengal Village Ohowkidar’s Hath-Chitha of Deaths. 

APPENDIX ‘V’— (PP. 268-289 and 272—276). 

(а) Bengal Nutrition Committee’s Eecommendations of physiologically adequate food 
requirements. 

(б) Approsimate nutritive values of certain common foods of Bengal. 


APPENDIX (V) (a). 

Nuteteion Committee, SAHiTAitY Boaed, Government op Bengal. 
PhyaiologicaMy Adequate Food Bequirements 1944. 


1. Basie Calorie BequiremeiUs — 

Infants 

1 month .... 

2 months .... 

4 months .... 

6 months .... 

12 months .... 

Children — 

1 to 2 years .... 

2 to 3 years .... 

3 to 6 years .... 

6 to 7 years .... 

7 to 9 years .... 

9 to 11 years 

11 to 12 years 

12 and upwards 
Adults — 

16 to 25 years . . 

Pregnant woman . . . 

Nursing Mothers . 

2( Additional Calorie Bequirements — 
(a) By Nature of work, {for adults) 


' --!J' 

Calories per day 
600 
600 
TOO 
850 
1.000 

1 , 100 , 

1.200 

1.400, 

1,500, 

1,700 

1,950 

2,200 

2,400 

2,600 

2,600 

3,000 


Nature of work. 


L'gEt'work . 

Moderate work 
Heavy work . 

Very heavy work , 
(b) By Age 

Age 

7-11 

11—16 


Calories 

required per Examples, 

hour of work. 

s « 

0 — 75 Domestic work clerical work 

tailoring work. 

75 — 150 Agricultural work. 

160 — 300 Sawing work. 

300 — 400 Sports,- digging earth. 

Calories required per hour of work. 
Girls Boys. 

100 100 

100 200 


A^ normal hoy of about 16 expends approximately 3,000 to 3,5C0 calories. 

3. Protein Requirements— 

Age Grams per Kg. of 

« . ‘-IJ 


0—1 . 
1—3 . 

3—5 . 

5—7 . 

7—10 . 
10—12 . 
12—16 . 
16—18 . 
18—21 . 
Pregnant woman 

Nursing mothers 


6-0 

4-6 

30 

2-6 

20 

1-8 

20 . 
2-2 
1-6 

1.6 (first 3 months) 

2-0 (4 to 9 months.) 
2-5 
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( 2 ) 

4. Fat Rcquiretrumis. Tho amount of fat required per da; recommended is 60'76- 
grams of which 60 per cent to bo of animal origin. 


5. Mineral Jtcquiremcnis. 


Co P Fo 


Children . . 







(gm) 

1-0 

(gm) 

1-25 

(mg) 

12-6 

Adult men . 







•76 

1-0 

100 

Adult women 







0-76 

1-0 

12-6 

Pregnant women 







l‘B 

1*76 

16>0 

Nursing mothers 







1-6 

1*76 

16>0 


6. Vitamin Requirements, 


Carotono (Pro* Vitamin) A . 
B'ioninol (Vit. A) . . 

Thiamin (Vit. B,) 

Riboflavin (Vit. B.) 

Nicotinic acid (P.P.) factor 
Ascorbic acid (Vit. C) 

Calciferol & other (D Vitamins) 


Normal Adults, 

2*0 mgms. 

1*0 mgms. 

1*0 mg. 
l-O mg. 

10-0 mg. 

60*00 mg. 

12 ug 


Ch ildren pregnant 
women A nursing- 
mothers, 

3-0 mgms. 

1*6 mgms. 

1*5 mgms. 

2-0 mgms. 

26-0 rag. 

60-00 mg. 

25 iig 



APPENDIX IV (a). , 

Bengal Village Chowkidar'a Hath-Oh%tha of Births, 



^cse tiro columns hove been newly odded. 
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APPENDIX V 6 

Approximale Nutraiive wlues of certain common foods of Bengal 
(On one chatak-abont 2 oz.) 
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APPENDIX (V) (b). 

Approximate Nutritive values of certain common foods of Bengal, 
(On ono chatak-about; 2 oz.) 
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APPENDIX (VI) (PP. 278—290) 

^A) Diatribution of nutritional doficiondcs according to week of Burrey 

(а) General, 

(б) Vitamin A 

(c) Vitamin Bji 

(d) Vitamin B| 

(c) Vitamin C 
(/) Vitamin D 
(j?) Iron 

<(B) Distribution of nutritional dofieicnoica according to age and sex 
(A+f) General 
(j+k) Vitamin A 
(l+m) Iron. 
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APPEK- 

Distbibtjtiok or Nutbitiokal Dm 


(a) Gene 


Oeneral. 

VTceh of Survey. 

1 

2 

3 

■ 

H 

6 

■ 


Korinal . .J 

Ko. 


0 

S3 


137 

178 

182 

154 

48-7 

1 

/O 


SO-3 

SS-D 

68'4 


01 5 

02-0 

Slight . . . 

yo. 


C 

02 

103 

In 

04 

102 

140 

44-3 

70 


37-5 

30-5 

33-4 


34-1 

35-1 

Uod. &llarhed . .X 

yOe 


1 

IS 


Dl 

4 

7 

22 

L 

0* 

to 


0-3 




1-4 

2-4 


Total 

• 

•• 

10 

157 

281 

240 

276 

201 

310 


(li) Vila - 


rftomfn A 
■Week of Survey. 

1 

O 

i 

3 

a 

3 

0 

7 

8 


r No. 


12 

100 

178 

101 

184 

108 

204 

Konnfti 

• •{ » 

« • 

76'0 

(10-4 

63'3 

017 

• 60-7 

C8-0 

ci-o 


r No. 


4 

SO 

DO 

81 

88 

80 

107 

EUgbt . 

• • •{ % 


25-0 

24-8 

35-2 

32-5 

31-0 

30-6 

33-0 

Uoderate 

r No. 



D 

4 

7 

4 

4. 

5 

.4 







1-4 

B 


1 

L /o 


.« 

6'7 

1'4 

28 

1-4. 

hl&iked 

r No. 









.4 








■■ 


1 

^ to 



•• 

-• 

• • 

• • 

■ • 

■ 


Total 

•• 

10 

167 

281 

240 

270 

201 

310 


(e) Vita 


Vitamin £|. 

TVeek of Survey. 

1 

2 

3 

B 

6 

6 

7 

8 

r No. 


10 

156 

277 

245 

260 

200 

310 

Normal . . 









1 % 


100-0 

09-4 

08-0 

08-4 

07-S 

00-7 

1D(H) 

r No. 



1 

4 

4 

6 

1 


Blight ... .4 









1 % 




1-4 

1-6 

2-2 


“ 

f No. 









Moderate . . .4 




• • 



• • 


1 % 




• • 

•• 

0-4 

• • 

ft* 

r No. 









Marked . . .4 



HI 

• • 

•• 

• • 

• • 


L % 



fl 

•• 

•• 

-• 

•• 


Total 

•• 


167 

281 

240 

276 

201 

.310 
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^IX VI tA). 


'CZKITOTES ACCOKDINO TO WkEK OF StJEVEY. 

ral. 


ft 

10 

11 

12 

13 

14 

15 

16 

17 

182 

221 


180 

140 

135 

127 

140 

120 

61-8 

77-2 


05-7 

00-0 

00-8 

40-2 

48-7 

60-6 

123 

05 

02 

80 

05 

00 

110 

124 

106 

37*0 

22-4 

40-4 

S2-S 

30-7 

32-7 

400 

40-5 

44-7 

27 

1 

10 

S 

7 

1 

38 

33 

11 

18-1 

•4 

7-0 

1-8 

3-3 

-6 

13-8 

10-8 

4-6 

332 

200 

228 

274 

212 

202 

275 

300 

237 


'min A. 



10 

11 

12 

13 

14 

15 

10 

17 

242 


14G 

180 

120 

166 

175 

233 

164 

72-0 

72-1 

04-0 

00-0 

00-8 

77-2 

03-6 

76-1 

65-0 

87 

75 

75 

80 

73 

44 

07 

00 

77 

20-2 

25-0 

32-0 

20-2 

34-4 

21-8 

35-3 

22-6 

32-5 

3 

0 

5 

5 

■■ 

2 

3 

4 

0 

0-0 

2-1 


1-8 

HD 

1-0 

■g 

1-3 

2-6 ■ 











• • 


• • 


• • 


•• 

• « 

-• 

•• 

0-0 

-- 

■ 

•• 

■ 

•• 

• t 

UB 

200 

228 

274 

212 

202 

1 

276 

300 

237 


min Bi. 


0 

10 

11 

n 

13 

B 


10 

17 

320 

288 

221 

207 

200 

100 

273 

304 

" 235 

99-1 

00-3 

flO-O 

07-4 

DS-0 

08-6 

00-3 

00-3 

00-2 

3 

2 

7 

7 

3 

3 

2 

1 

o 

0-0 

0-7 


2'6 

1-4 

1-5 

0-7 

0'3 

0-8 


• • 


•• 

•• 


•• 

1 

• • 


- 

H 

•• 

• • 


•• 

0'3 

• • 


•• 


•• 

• • 

•• 

•• 

•• 


1 

•• 

B 

•• 

■ « 

•• 

•• 

•• 

•• 

332 

200 

228 

274 

212 

1 

202 

275 

300 

287 
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APPE\ 

DiSTRIBTJTIOIs of NUTHiriOTIAl SiTt 


{aXPene, 


Oetunl, 

Week of Survey. 

18 

10 

20 

21 

22 

23 

24 

25 

r 

No. 

148 

84 

113 

129. 

74 

100 

119 

84 

Kormnl . . 

% 

60-1 

40-0 

64-0 

01-3 

53-0 

68'0 

46-7 

BO'S 

WlRkt’. . . 

No. 

00 

103 

85 

07 

52 

105 

118 


% 

36-4 

40-0 

41-3 

33-7 

37-7 

30-7 

40-3 

^ f 

No. 

20 

23 

8 

10 

12 

15 

18 


Hod. & Marked . ,■{ 







1 

% 


ll-O 

3-0 

■■ 

8'7 


■1 

TOTAt 

■ 

264 

210 


m 

138 

286 

253 

07 [ 


(B> VUo 


Vitamin A. 
Week of Survey. 


18 

10 

20 

■ 

oo 

23 

/ 

24 

25 










. j 

r 

No. 

185 

180 

172 

150 

118 

194 

203 

67 

Normal . . .■{ 






81-0 

89-7 

1 

% 

HQ 

01 -9 

83-0 

78'4 

85*5 

C7-8 

r 

No. 

74 

78 

33 

43 

18 

87 

40 

ID 

Slight . . . .X 

% 

28-0 

37-1 

10-0 

21-6 

13-0 

30-4 

18'0 

10-3 

r 

No. 

5 

2 

1 


2 

5 

1 

• • 

Moderate . . .■< 

% 

1*0 




■1 

1-7 

0-4 

-- 

r 

No. 



w 






Morked . . .-j 

% 

•• 

■ 

■ 

•• 

■ 

•• 

•• 

-■ - 

TOIAIi 

• 

204 

210 

200 

190 

138 

280 

253 

07 _ 










« 

(e) Fito 

Fftamfn Bi. 
Week of Survey. 


18 

19 

20 

21 

22 

23 

24 

25 










. 

Normal . . .4 

No. 

203 

208 

204 

. 100 

138 

- 

283 

255 

94 

90-9 

1 

% 

ee-e 

00-0 

90-0 


lOO'O 

90-0 

lOO-O 

r 

No. 

1 

2 

o 



3 


S 

Slight ... 

% 





*’ 



yi 

1 


1-0 

1-0 

.. 

• * 

10 


Moderate . . .-< 

No. 


•• 

• * 

.. 

• • 

. • 

.. 

• 

1 

% 

D 

•* 

.. 

• • 

.. 

e. 


- 

Marked . . ./ 

No. 


•• 

• • 


• 

«• 

.. 

- 

1 

% 


.. 












Bl^ll 





Total 

• 

204 

210 

1 

206 

1 

109 1 


1 

£SC 1 

255 

- »7_-. 
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DIX VI(A). 

cii:kcies Aoco&ding to Wees of StmvEV. 
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AFFEK 


DiSTBIBUnOK OF NtjtbitiosaIj Defi 

[d) Vita 


Vitamin J},. 

\Fcok of Sun’cy. 

1 

2 

3 

B 

5 

6 

■ 




No. 


10 

132 

251 

208 

228 

270 

200 

Normal 

• • •{ 

% 


02*6 

84-1 

HI 

'83'5 

82-6 

02-8 

01'6 



No. 


0 

24 

BH 

41 

47 

20 

17 

'Blight . 

• • •{ 

JO 


37-5 

16-2 

10«7 

lC-5 

17-0 

60 

5-4 



3fo, 



1 




1 

• • 

Stoderato 

. . .{ 

0/ 

/o 


• • 


• a 

• ■ 

0-4 

0-3 

• t 

Marked 

r 

No. 








a • 

. - A 











1 

% 


• * 

B 


• • 

• • 

B 

bb 


Total 

- 

•• 

16 

157 

281 

240 

276 

201 

310 


(e) Ftto 


Vitamin C. 

■vreek of Survey. 

1 

2 

3 

B 

6 

B 

■ 



r 

No. 


10 

123 

244 

210 

232 

261 

292 

Normal 









02>4 


1 

% 

.. 

62-S 

78' 

86-8 

88 0 

84-1 

BH 


r 

No. 


6 

3 

36 

30 

44 


24 

Slight . 

■ •{ 

% 


37-5 

10-7 

12-8 

12-0 

16-0 

100 



r 

Ko. 



3 

1 



1 

HIB 

Moderate 

‘ •{ 

O' 

/« 



1-0 


, , 

a • 


Wm 

Marked . 

• 4 

No. 



B 

B 


•• 

B 

B 


V 

% 



B 

B 

•• 

■ • 

B 

bh 


Total 

• 

•• 

, 

167 

281 

240 

276 

201 

316 


(/) Vita 


Vitamin D. 




3 



BB 


■f 

■Week of Survey. 


B 

2 

4 

& 

s 

B 

Bi 

formal . . . J 

No. 

•• 

" 

158 

264 

246 

m 

286 

316 

L 


• • 

U3-8 

07'6 

04-0 

08*8 


07-0 

00-7 

a* 

•Slight .....(' 

No. 


1 

2 

« 

17 

3 

3 

6 

1 


% 


6-3 

. 1 

60 

1*2 

I'l 


0-3 

Moaerate ' / 



•• 

"'2, 

• a 

-• 


B 

•• 

L 

JO 


•• 


•• 

•• • 



•• 

Marked . . .X 

Ko. 


• • 

^ r: rJ 

•• % 

* '» a • 

• • 


a. 

1 

% 


•• 




, 










r r 
^ 

B 








vt 




Total 

■ 

B 

16 

167 

281 

*♦ aS* 

249-;* 

276 

201 

SIB 
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DIX VI (A). 

cnENoiEa Aooordino to Week of SnavEY. 


min Bs’ 


» 

10 

11 

12 

B 

14 

16 

B 

17 

2S8 

230 

200 

242 

200 

100 

201 

200 

231 

SO-7 

00-7 

87-7 

88-3 

07-2 

07-0 

■04'0 

07-7 

07-5 

43 

1 

21 

31 

0 

0 

14 

7 

0 

13-8 

0-3 

10-5 

11-3 

23 

3-0 

5-1 

8-3 

2-5 

.. 

.. 

3 

1 

.. 


.. 

.. 

• • 

* • • 


1-3 

0-4 

•• 

•• 

•• 

•• 

•• 

332 

200 

228 

274 

212 

202 

275 

300 

237 


min O. 


0 . 

10 

11 

12 

IS 

14 

15 

10 

17 

303 . 

208 

216 

■216 

170 

100 

^2 

280 

200 

01*0 

oo-r 

24-7 

78-6 • 

iSS'O t 

07'0 

80-7 

01'5 

a0‘0 

20 

27 

12 

67 

,34 

■B 

47 

24 

28 

7-8 

0-3 

6-3 

20-8 

10-0 

3-0 

17-1 

7-8 

11-8 

2 

• • 

.. 

2 

2 

.. 

6 

2 

3 

O'O 

•• 

•• 

0-7 

0-9 . 

•• 

8-2 

0-7 

1*3 

•• 

•• 

•• 

" 

.. 

•• 

•• 

•• 

•• 

•• 


•• 

•• 

•• 

•- 





200 

228 

274 

212 < 

202 

276 

300 

237 


min D. 


' .0 

10 

11 

12 > 

13 , 

14' 

15 

10 1 

17 

832 

iqO'O 

” j -■ 

•• 

'»•- ** ‘ 

287 

00-0 

' • 

.1;“ 

V. 

• • 

■ t * V 

227 i 

OO'O! 

1 

• • 

■% 

♦> *5 

272 

09-3. 

s’." 

0^; 

•• A. 

* * i “ 

5' 

• ^ ** , 

■ 2h 

' 09-5 

■■ 1 , 

. 10-6 

;*f- ! 

201 

■'''a0“5 

1 

•O-B 

¥ '* * 

•• • 

<• • 

273 

OO-S 

. 2 1 

<0-7. 

i 

•*'* t 

V j- 

300 

100-0 

■' 

/« • 

237 

100-0 

• 

• • 

) ) 

• 

m • 

• *• 

« 4' 









!• *” 









«l SS2 . 

■ 2007“ 

'} " 228 
; 

,274 

212 , 

'.202 > 

: .275.,, 

300 

23 < 
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APPEN 

Disirtbution of NtrnuTioNAL Defi 


{d) Vita 


Vitamin E,. 

Week Of Survey. 

18 

10 

SO 

21 

22 

23 

24 

26 

r 

No. 

247 

201 

165 

169 

116 

286 

243 

88 

ITonua] . A 










L 

% 

93<6 

95-7 

94-7 

100-0 

84-1 

100-0 

05-3 

00-7 

r 

No. 

17 

9 

11 


18 


12 

0 

Slight . . A 










1 

/A 

6-4 

4-3 


-- 

13-0 


4-7 

9-3 

f 

No. 





4 




Uodemte . .< 










1 

% 

•• 

-- 


-- 

2-9 


. . 

-- 

r 

No. 









Harked . A 










1 

% 

• • 

*• 

B 

•• 

- • 

•- 



Total 

• 

264 

210 

206 

169 

138 

286 

255 

07 


(c) Vita 


Vitamin 0. 

Week of Survey. 

18 

10 

20 

21 

22 

23 

24 


Normal . .4 

ITo. 

0/ 

/o 

269 

177 

200 

168 

136 

263 

22.5 

96 

1 

98-1 

84-3 

100-0 

06-6 

08-6 

92-0 

88-2 

09-0 

Sllebt ....-{ 

No. 

5 

33 

•• 

1 

2 

23 

.30 

1 

1 

% 

1-9 

15-7 

• • 

HQ 


8-0 

11-8 


r 

No. 









Hoderate . . 

% 









1, 

•• 

*• 

• • 



.. 

.e 


r 

No. 









Harked . . A 

% 









L 

• - 

• • 

•• 

fl 

D 



H 

Total 

• 

264 

210 

206 

190 

138 

286 

255 



(J) Vila 


X>. 

^eek of Survey 


18 

10 

20 

21 

22 

23 

24 

25 

Normal^;. . . i 

. '• '• 

’ ' tf r No. 

SIlRht . . 5.-1 

' f No. 

Hodentc . . 

1 % 

Harked . . .J 

1 % 

_ Total 

2G2 

99*2 

2 

0-S 

,a • 

n a. 

210 

100-0 

205 

90-5 

.- 1 

0-S 

196 

08-5 

0 

1-0 

1 

0-5- 

135 

97-8 

3 

2-2 

.. 

285 

69-7 

1 

0-3 


1 

SC4 

210 

200 

109 

138 

288 

255' 

97 






















































DIX VI (A). 

OIEKCIES AcCORDIKO TO WEEK OF 

min li‘. 


so 

Cl 

2S 

20 

70 

102 

05 

112 

OT-B 

1000 

07-9 

1000 

2 


1 


"■n 


1-0 


. . 


1 




■ 


81 

102 

07 

112 


min G, 


SO 

27 

28 

20 

81 

07 

00 

111 

100-0 

05-1 

000 

00-1 

. . 

0 

1 

1 

•• 

4-0 

1-0 

0-0 

• * t 



;; 

81 

102 

07 

112 


min D. 


20 

27 

28 

20 

81 

102 

00 

112 

100-0 






: 1 




t • 
1-0 




-- 

• t-* 

• * 


• • 


' t 



I* 

m 





102 

07 

112 


286 


rsY. 


30 

31 

B 

33 

Total. 

08 

S3 

102 

08 


100-0 


100-0 

08-0 


• * 



1 


* * 



1-4 


• ■ 



•• 


08 

83 

102 

GO 

0311 


30 

31 

32 

33 

Totnl. 

G8 

81 

OS 

01 


1000 

07-0 

03-1 

88-1 


• • 

n 

7 

8 


• • 

2-4 

0-0 

ii-r> 




• • 

• • 


OS 

83 

102 

00 

0311 


30 

31 ' 

32 

S3 

Total, 

08 

82 

102 

00 


• 100-0 

08-8 

100-0 

. 100-0 

* 

•• 

1 


•• 



1-2 


* 

X •• 



t 


« « 








• • 





•• 




08 

83 

102 

00 

0311 
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APPKX 


DisTBiBtmoif OP XoriuTioitAL Defi- 

(ff) Ir 


f'f. 

J 

o 

8 

4 


0 

7 

8 

Week or Survey. 









(■ No. 


IG 

125 

210 

182 

214 

223 

181 

Normnl . . .J 

L /® 



70-0 

77-B 

73-1 

77‘5 


57-3 

r No. 

• ■ 


31 

00 

04 

02 


133 

Slight . • -1 o. 

* • 


10'7 

21'4 

23-7 

22-3 


42-1 

r No 



1 

o 

3 

•• 


2 

2tod. llArkcd . .< 

1 % 

• •m 

•• 


■7 

1-2 



•0 

Total 

4 

10 

157 

281 

240 

270 

201 

310 


APPEX 


DlSTRlBOXrOK OP XnTRITIOirAI. Dept- 

ig) If 


Fe. 

IS 

m 

20 

St 

22 

23 

24 

M 

Week or Survey. 




■■ 

r No. 

111 

132 

lOD 

104-'' 

64 

182 

05 

81 

Normal . . .^ 

L % 

42-0 

02-0 

52-0 

52-3 

40-4 

63-6 

37*3 

86-6 

r Ho. 

153 

78 

07 

04 

74 

103 

160 

13 

• • • •! 0/ 

L % 

58-0 

S7-1 



53-6 

30-0 

02-7 

13-4 

r No. 





• . 

1 

• ■ 

.* 

lloct.A;3Iar):ed . .•{ 









1 % 


•• 




•4 



Total 

291 

210 

200 

100 

138 

S80 

265 

07 
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D3X VI (A). 

ciExciEs Accordixo TO WnnK or Survey, 


on. 



10 

11 

12 

lU 

200 

142 

ICO 

C2-4 

02-8 

fl2-3 

CS'4 

ICG 

21 

8t 

112 

47-0 

7-2 

36-8 

40-0 

2 

. . 

2 

2 

•0 

•• 

•0 

•7 

832 

200 

223 

■1 


DIX VI (A). 

orENotBS According to Week or Scrvey. 
on. 


H 

27 

28 

20 

30 


33 

OS 

07 

■Q 

C5-r> 

32-4 

70-1 

30-0 


3C 

08 

28 

OS 


44-4 


28-0 

40-1 


• • 

mm 

1 




M 

1-0 

•• 


81 

• 102 

07 

112 

08 


M 


ic 


10 


1 





9 

151 

120 

142 

157 


74-8 

43-0 

401 

CC-2 

00 

.'ll 

155 

IG2 

SO 

45-3 

25-2 

50-4 

&2'P 

33-e 

i 

-- 

-- 

o 

• • 

•1» 

•• 


*7 

• • 

g 

202 

275 

300 

237 
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appendix VI (B)-concU. 
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APPENDIX Vn. {pp. 201—292.) 
(«) Sickness by cause «t the time of investigation. 

(f/) SiokncM by canso dnring fiio year. 


APPENDIX VII(A). 


Incidence of Sickness by Causes on (he Sample Population during the past year (lUIS), 


Name of the Diseases, 

No. of Cases. 

Per cent of Total. 

Ankylostomiasis .... 




1 

004 

Cataract 




4 

• 0-16 

Chicken Pox 




IG 

0-0 

Cholera (N) 




22 

0-8 

Diarrhoea and Dysentery . 




S40 

S-S 

Ear diseases 




r, 

0-lS ' 

Eye, other diseases of . . . 




1 

0-04 

Eoveraj other 




S.'i 

3-1 

Influenza 




3R 

1*4 

Lepro^ 

• 



G 

0-22 

Malaria 

* 


* 

l.OGD 

61*1 

Measles (N) 



• 

2C9 

0>D 

liliscollancous 

« 


« 

170 

C-3 

Mumps (N) ..... 

• 


• 

4 

■OdB 

Pneumonias (Influonzai) 

■ 


• 

SS 

1-4 

PucrxKrral fevers .... 

« 


• 

7 

0-20 

Rheumatic fever .... 




12 

, 

0-4 

Scabies' ...... 




8 

0i9 

Skin, other diseases of . . . 




ir> 

■ 0-0 

Tuberculosis of respiratory system (N) 




7 

0-2G 

Typhoid and paratyphoid fevers (N) . 




41 

1*0 

VoncToal diseases .... 





0-20 

Bori'bcri ...... 




1 

0>04 

Diabotes . , 




3 

0-11 

Diphtheria (N) .... 




1 

0-04 

Heart discaso 




6 

0-18 

Knla-Azar ..... 




3 

OIL 

Liver diseases 




B 

0-18 

Meningitis (N) . • . . ■ 




1 

0-04 

Nephritis and other diseases . . . 



« 

* 0 

0-22 

Nervous diseases . ■ 

■ 


« 

4 

016 

ItioketB . . . . 

• 


« 

1 

0*04 

Senility . . ‘ . 

• 

• 

• 

1 

0-04 

Small-pox 


• 

’ 

8 

0-2B 

Snake-bite and bites of other wild aiiimals 


• 


2 

0-07 

Asthma 

• 

• 

• 

10 

0-7 
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APPENDIX Vn (B). 


Incidence of Acti/e and Clnomc Diseases at ike time of Investigation. 


Name of tho Diseases. 


' 

No. of Cases. 

Per cent of Total. 

Chicken pox 





1 

0-6 

Diabetes .... 





2 

10 

Diarrhoeas and Dysentery . 





27 

lS-4 

Other fevers 




« 

6 

2*6 

Influenza .... 




• 

4 

2-0 

Heart disease . 




» 

2 

1-0 

Kala-Azar 





1 

0-5 

Lepro^ .... 





4 

2-0 

M^aria .... 





76 

37-1 

Measles .... 





7 

3>6 

Miscellaneous . 





27 

13*4 

Mumps .... 





3 

1-5 

Nephritis and other diseases of urinary system 

• 


4 

2*0 

Pneumonias (Influenzal) 





3 

1-6 

Puerperal fevers 





3 

1-6 

Rheumatic fever 





2 

i-0 

Scabies .... 




♦ 

3 

1-5 

Small-pox . . , 


* 


• 

1 

0-6 

Other diseases of skin 


• • 


• 

2 

1-0 

T. B. of respiratory system 




• 

7 

3-6 

l^hoid .... 




• 

2 


Venereal disease 


. 



2 

1-0 

Asthma .... 





6 

SO 

S, 0. .... 





1 

o^s 

N.K 





8 

4-0 
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APPENDIX \T1I. (pp. 204— 311.) 

Pictorials — 

(а) Q^Ties of villages with dobas, tanka and groves — 1—4. 

(б) Apptoaeh and gates of village houses— 57. 

(c) Inside the house 8 — 9. 

(d) Sanitation — (1) Rubbish he.ap — 10. 

(2) Water supply — ^^’illnge tube- well — 11. 

(c) Village roads — 12 — 13. 

(/) Agriculture — (I) Vegetable growing, banana and sugarcane groves — 19. 

(2) Field irrigation by means ot donga — 20. 

(g) Irrigation channels and dead rivers — ^21 — ^24. 

(A) Vfllagc indiistrie.s — (1) H.andloom — 25. 

(2) Uhanna making— 20. 

(i) Trading — (1) Vegetable production ready for transportation — 27. 

(2) Transportation of ebanna — 28. 

(j) Village primary school — ^29. 

(h) Singur Health Centre — 30. 

(1) Singur Public Health Laboratoiy — 31. 

(m) Singur Rajendra Mnllik Memorial Hospital — 32. 

(n) Golap Mohini Girls School — 33. 

APPENDIX IX. (pp. 313-323.) 

Oharls — 

(i) Maximum and minimum temperature lecordcd at Singur, 1941>43. 

(ii) Relative humidity, 1942-43, recorded at Singur. 

(iii) Rainfall reading at Singur, 1941-43. 

(iv) Average weight according to ago and sox for different population. 

(v) Average height for males and females according to^ age. 

(vi) Average number of terminated pregnancies including abortions for various 

population groupings. 

(vii) Seasonal ineidonoo of certain diseases at Singur. 

(viii) Carriers of blood parasite according to age and sex. 

(ix) Spleen rate according to ago and sex. 

(x) Percentage of haemoglobin deficiency according to ago and sox. 

(xi) Percentage of hookworm carriers according to age'and sex. 

APPENDIX X. 

Mwpa — 

1, Sketch Map of the Ai'oa for operation «f the Singur Reorganization Scheme. 

2. River system— Parts. or&irdwan, Hooghly and Howrah Districts. 


MGIPO-M-Xy.2G-12.2.40-1.000. 
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11 Tlio vniBCoTbovs Ixtsiilc n ttibo well. Note tl>o bannnn grovo In tlio 
* ‘ " foreground of n hoiiso. 



12. A pnrb of tluj motalied Baidyabati-Tarakoswar Bond passing through 
Singiir (now in bad state of ropaits). 




301 



14, A sorpontino meadow path. 



302 



16. A narrow path between two dohm inside a village. 









303 



17. A usual btcooh ia tho latcMa road. Nolo* tLc diflicullics of tho patsinr 

cyoiist. 



18. A_aoig1ibouring agricultural fields where vogotablos aro grown in Boason, 
l^oto tbo banana and 8ugar>oano groves at a distance, j 
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20. Tho lock-gato of tho Gopatoagar cnt { Tide Map II) •wMoli is 
BomctimoB osod as an irrigation channol. 









m 



22, A V iow of tlio dead river Kanooadi covered fay water liyaointfa, TIio Iock>gato 
• (picture No. 20) is nearby across her bod. 
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23. A transverae bund (marked Z) across tje ^h-ar-ked. 

^ater collections on its eitner sido. 


Note tlic 
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25 Tho ittdigonous process of preparing channa (milk casein) 
2o. i lie ino.b t^njporltttion to Calcutta. 







28. A typical Village Primary School (Pathsala at South Mamuilpur)' 
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20, A survey party'membor caiiying out health examination. 



30. A vicu of the main building Singor Health Centre. 
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32. Tho Bajeadra Memorial Hospitol, Singur. 
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33. TUo Gmla^ iloMni Girls’ Srhool, Singur. 



CHART I- 
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Height ' m Inches. 


CHART V. 

AVERAGE HEIGHT FOR MALES ft FEMALES ACCORDING TO AGE FOR VARIOUS 

POPULATIONS. vAKiuua 


6 ^, 
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^ . i - 1 t i I ■ 


_t_ « J_i 


-1 - 2 -3 -4 -5 -6 -7 - 8 '9 - 10 - W -12 M 3 - M *15 ^( 6 -17 - 18 - 19 - 20 - 21-22 



318 










821 






CHART \ia. 

OF HOOKWORM CARRIE^ ACCdRDINC TO AGE & SEX. 
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